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IN EMOTIONALLY PROJECTED 
SMOOTH-MUSCLE SPASM... 


Prompt, Profound 


Protection...at both 
ends of the vagus 


PRO-BANTHINE’ 
with DA RTAL 


Professional reliance on the therapeutic profi- 
ciency of Pro-Banthine in functional gastro- 
intestinal disorders has made it the most widely 
prescribed anticholinergic. 

The consistent relief cf emotional tensions 
afforded by Dartal makes this well-tolerated 
tranquilizer a rational choice to support the 
antispasmodic action of Pro-Banthine in emo- 
tionally influenced smooth-muscle spasm. 

These two reliable agents combined as Pro- 
Banthine with Dartal consistently control both 
disturbed mood and disordered motility when 
emotional disturbances project themselves 
through the vagus to provoke such gastrointes- 
tinal dysfunctions as gastritis, pylorospasm, 
peptic ulcer, spastic colon or biliary dyskinesia. 


USUAL ADULT DOSAGE: 

One tablet three times a day. 

SUPPLIED as aqua-colored, compression-coated tab- 
lets containing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal (brand of 
thiopropazate dihydrochloride). 
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Me 
SYNCILLIN 
250 mg. t.i.d. 


ACUTE BRONCHITIS 


H.F. 45-year-old white female. First seen on 
Aug. 24, 1959 with acute bronchitis of 3 days' 
duration. Culture of the sputum revealed alpha 
hemolytic streptococci. A 250 mg. SYNCILLIN 
tablet was administered 3 times. daily. Another 
sputum culture taken on Aug. 27 showed no growth. 
On Aug. 30, the patient appeared much improved 
and SYNCILLIN was discontinued.* 


Recovery uneventful. 


CILLIN 


(phenoxyethy! penicillin potassium) 
pl SYN THESIZ ED AND MADE AVAILABLE BY BRISTOL LABORATORIES 
8: ge form to meet the individual requirements of patients of all ages in home, office, clinic, and hospital: © 

. ..Syncillin Tablets — 125 mg. (200,000 units ) 


accompanuing each package. a 


~ 
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aboratories’ 
| Department 
THE ORIGINAL plu ~ 
i | 
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| 
for Oral Solution —60 ml. bottle 
eee icilin Pediatric Drops—1.5 Gm. bottles. Calibrated dropper delivers 125 mg. (200,000 units) 
«Jaana epococcal infections should be treated for at least 10 days to prevent the development of rheumatic fever 
a§ prophylaxis against bacterial endocarditis in susceptible patients. 
ul 


The Month in Washington 


Physicians are being urged to cooperate fully to get 
their states to participate as soon as possible in the new 
federal-state program for medical care of needy and 
the near-needy older persons. 

The medical profession also has been alerted to the 
dangers of relaxing its opposition to tying in medical 
care of the aged with social security. It is probable that 
the Kennedy administration will try in 1961 to get Con- 
gressional approval of such legislation. 

E. Vincent Askey, M.D., president of the American 
Medical Association, pointed out to the recent Washing- 
ton meeting of the A.M.A. House of Delegates that 
proponents of the social security approach had a pledge 
of support from the successful Democratic candidate 
for president. 

“While our profession clearly may face a hard strug- 
gle in the 87th Congress on the issue of medical aid for 
the aged under social security, there is no ground for 
defeatism!” Dr. Askey said. “Our cause is far from 
lost. We know that our policy position is in the best 
interests of all Americans, the aged included, and our 
willingness to defend this policy must be strengthened 
and maintained.” He reminded the House of Delegates 
that “medicine has many friends in both parties in Con- 
gress today.” 

A few days later, Sen. Harry F. Byrd (D., Va.), 
chairman of the Senate Finance Committee, which han- 
dles Social Security legislation, reiterated his opposition 
to a compulsory medical care plan under social security. 
He said, “I am opposed to the (Democratic party) plat- 
form recommendation for compulsory medical service 
and hospitalization under the social security system. I 
am convinced this would lead to socialized medicine with 
the possibility that it would bankrupt the social security 
trust fund. This matter came before the Finance Com- 
mittee and was fought out in the post-convention ses- 
sion of Congress last August. The Senate voted 51 to 
44 in opposition to the Democratic platform proposal, 
and instead adopted a fair plan for medical service and 


24 


hospitalization for those in need of it.” 

Dr. Askey urged that all county and state medical 
associations provide “the medical leadership necessary 
to implement the Mills-Kerr Bill (the new federal-state 
program) as rapidly as possible.” And the House of 
Delegates adopted such a resolution. ‘We must put forth 
a sincere and concentrated effort during the coming 
year to make the Mills-Kerr law effective, to show that 
it can, practically as well as potentially, solve the prob- 
lem of medical care for the aged,” he said. 

President-elect John F. Kennedy’s first Cabinet ap- 
pointment was Gov. Abraham Ribicoff of Connecticut 
as Secretary of Health, Education and Welfare — the 
official with primary responsibility for carrying out the 
federal part of the Mills-Kerr program. 

Ribicoff, 50, was an early supporter of Kennedy for 
the Presidential nomination. He was twice elected gov- 
ernor of Connecticut. Before that, he served as a Hart- 
ford, Conn. police judge, a member of the state legisla- 
ture, and a member of the national House of Represent- 
atives. As governor, he inaugurated a comprehensive 
traffic safety program with strong penalties. 


The Sabin oral polio vaccine will not be available in 
sufficient quantity in 1961 for large scale use. Leroy E. 
Burney, M.D., Surgeon General of the U.S. Public 
Health Service, told the recent Clinical Meeting of the 
A.M.A. that many problems involved in taking the oral 
vaccine out of the laboratory and into mass production 
had not been solved. 

In light of this fact, both the A.M.A. House of Dele- 
gates and Dr. Burney urged that the widest possible use 
of the Salk vaccine be encouraged. Dr. Burney said that 
large numbers of the U.S. population, including almost 
half of the children under five, had not been fully vac- 
cinated with the effective Salk vaccine. 

Dr. Burney said the problems of integrating the oral 
vaccine into the present program of immunization 


(Continued on page 29) 
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WASHINGTON (Continued) 


against polio “are many and complex. Only the future 
can tell whether control of poliomyelitis will be accom- 
plished through a live, orally administered vaccine, the 
killed vaccine, or a combination of both,” he said. 

The Food and Drug Administration issued stricter 
rules, some effective January 8 and others effective 
March 9, governing promotion and marketing of pre- 
scription drugs. The new regulations are designed to in- 
sure safe use of the drugs. 

Under the new regulations manufacturers must dis- 
close hazards, as well as advantages, of the drugs in 
promotional material sent to physicians. Manufacturers 
can be denied permission to market drugs if they refuse 
to permit FDA inspection of manufacturing methods, 
facilities, controls or records. 

The FDA deferred until later action on its proposal 
to require every package of drugs sold to pharmacies to 
contain an official brochure on their use and hazards. 
The AMA proposed instead that it be given the re- 
sponsibility of getting such information directly to 
physicians. 

Foreign interns who failed medical examinations last 
September may remain in this country until at least 
next July 1. 

In cooperation with the State Department, the AMA 
agreed to extend for six months a Jan. 1 deadline for 
dismissal of foreign interns unless they pass the exam- 
inations through the Educational Council for Foreign 
Medical Graduates. 

The flunking interns will be given another opportunity 
to take the examinations in April. Meantime, they must 
be taken off patient care, and their hospitals must set 
up training programs for them. 

The AMA Council on Medical Education and Hospi- 
tals, said that this policy would be carried out judi- 
ciously and that occasional exceptions would be granted 
where circumstances warranted. 
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Quinidine Sulfate is: produced’ 
from Cinchona Bark; i is alkaloidall 


_ standardised, and therefor 


\ 
significance 
hei 
is the symbol 
When he sees itengraved 
: 
unvarying acavity an quality. 
When the physician writes “DR™ 
for’ Tablets Quinidine Sulfate, he 
"assured that this “quality” tablet 
is dispensed. to his patient. 
Re Pablets Quinidine’Sulfae Natural 
Rose & Company. Limited 
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The muscle relaxant with an independent pain-relieving action 


(carisoprodol, Wallace) 
& Wallace Laboratories, Cranbury, New Jersey 


low-back patient 
back on the 
payroll 


Soma relieves stiffness 
stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
— him back to his normal activity— 
and fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. UsUAL DOSAGE: 
1 TABLET Q.1.D. 
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Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.? More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin €¢ K — for added. protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 
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“ extraordinarily effective diuretic... 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 


€ K (5 € 500) Tablets, capsule-shaped, containing 5 mg. ben- 


zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
¢ K (2.5 € 500} Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 1960. 
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We don’t have a retirement 


plan... Nobody stays here that 


long. 


Wrecking our own plans 


Admittedly there is abroad in the land a 
socialistic attempt to have everybody cared for 
medically on a paternalistic Federal plan whose 
full fruition would only mean universal mediocre 
medical care at a prodigious cost to the taxpayer. 
In combating this movement we have fostered 
third-party medical care plans of our own on 
insurance principles with which the vast Ameri- 
can working population is familiar. It has been 
our hope that gradually these plans could be 
developed to the point that they would cover 
practically all medical contingencies while at 
the same time safe-guarding the right of free 
choice of physician and guaranteeing freedom 
from bureaucratic control. The effort has been 
well received and the operation of the plans has 
been in the main satisfactory on the nationwide 
level. But latterly the cost of these services to 
the subscribers has been rising at a rate which 
seems disproportionate to the rise of some other 
costs. And one is forced to suspect that a part 
of this rise at least is due to abuses by some of 
the very medical personnel who are leaders in 
the opposition to legislatively imposed schemes. 
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What I am referring to principally is the hos- 
pitalization ef patients, for diagnostic or thera- 
peutic studies of trivial conditions, who would 
not otherwise, save for their prepaid participa- 
tion in the plans, be considered for sueh studies. 
Ill-considered and irresponsible practice of this 
sort can lead to as much abuse of a good princi- 
ple as we see in the present operation of the 
compensation laws, in which the employer has 
now been made responsible for almost all illness, 
through willingness of some physicians to bear 
false witness. Our answer, through insurance, to 
the public’s desire for third-party medical ex- 
pense coverage can be wrecked by such unprinci- 
pled action, for the cost of the unnecessary care 
of some subscribers to the plan is prorated in the 
charges to all. Harry Beckman, M.D. Abuse of 
Third-Party Medical Care. Wisconsin Med. J. 
September, 1960. 


Thought is, perhaps, the forerunner and even 
the mother of ideas, and ideas are the most pow- 
erful and the most useful things in the world. 


OVER 80 YEARS’ 
SPECIALIZED EXPERIENCE 
IN THE RESTORATIVE 
TREATMENT OF 


“THE PROBLEM 
DRINKER” 


At The Keeley Institute your patients 
are assured of receiving: 
e the most modern, coordinated, comprehensive, 
rehabilitative regimen 
e in addition to medical, nutritional and physio- 
therapeutic treatment, we also offer psychiatric 
diagnosis and psychotherapy 
e full cooperation throughout with the referring 
physician 
e in addition to the care of the alcoholic we also 
treat narcotic and drug addiction 
e surprisingly low cost—to cover all medical 
care, medicines, laboratory work, room and 
excellent cuisine 
You can obtain more detailed information 
by writing us direct. 
WE WELCOME YOUR REFERRALS... 


| THE KEELEY INSTITUTE 


DWIGHT, ILLINOIS 
Member American Hospital Association, Member Illinois Hos- 
pital Association. Licensed by the Department of Public Health, 
State of Illinois. 


—George Gardner 


Bacid 


the highest available potency of viable L. acidophilus (a specially cultured 


human strain) with 100 mg. of sodium carboxymethylcellulose per capsule. 


use BACID with every antibiotic Rx for effective antidiarrheal protection. 


BACID acts to re-implant billions of friendly Lactobacillus acidophilus in the-intestinal tract. 
This serves to create an aciduric flora hostile to the growth of putrefactive bacteria and 
antibiotic-resistant pathogens. BACID is most useful to help prevent and overcome diarrhea, 
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THE TOTAL COLD-THERAPY TABLET 


nasal decongestant - analgesic 
antipyretic - antihistamine 


The ingredients combined in each ‘Emprazil’ tablet 
provide multiple drug action for prompt sympto- 
matic relief of aches, pains, fever and respiratory 
congestion —due to common colds, flu or grippe— 
without gastric irritation. 

Dosage: Adults and older children — One or two tablets 
t.i.d. as required. Children 6 to 12 years of age —One 
tablet t.i.d. as required. 

Supplied: Bottles of 100 or 1000 


Each orange and yellow layered tablet contains: 
‘Sudafed’® brand Pseudoephedrine Hydrochloride. 20 mg. 
‘Perazil’® brand Chiorcyclizine Hydrochloride .... 15 mg. 


Acetophenetidin 150 mg. 
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Dicumarol; Diet and Drugs 


Ricwarp J. Jones, M.D., Chicago 


HE VIRTUE of long-term anticoagulant 

therapy after an acute myocardial infarction 
is becoming more firmly established. In a recent 
review of a 10-year experience with such therapy 
at the University of Chicago involving 166 
patients followed two years from the date of 
their infarction on continuous Dicumarol® 
therapy and 270 patients not so treated, it was 
found that the two year mortality rate in the 
treated group was only 13 per cent as compared 
to 26 per cent in the control group. On further 
analysis of these two groups, it was found that 
the benefit was more substantial in patients who 
had suffered more than one myocardial infare- 
tion but was still highly significant even after 
the first myocardial infarction. The benefit de- 


From the department of medicine, University of 
Chicago. 

While the Nutrition Committee of the Chicago Heart 
Association is sponsoring this article, the opinions ex- 
pressed are those of the author and do not necessarily 
represent the official view of the committee. 


for January, 1961 


rived was due to a reduction in thromboembolic 
episodes and in attacks of “sudden death.” 
These figures considered only grossly whether 
the patient was in the treated or control group. 
All treated patients were taking a prothrombin- 
depressing drug under careful laboratory con- 
trol, though occasionally the prothrombin time 
would fall outside of the therapeutic range of 
1.75 to 2.5 times the control one-stage (Quick) 
prothrombin time. Records of patients on anti- 
coagulant therapy who did have recurrent myo- 
cardial infarction were examined in detail; in 
18 cases a prothrombin time was recorded within 
two days of onset of myocardial infarction. In 
exactly half of these cases, the prothrombin time 
was below the lower limit of the therapeutic 
range; hence the objective of the therapy was 
not being fully realized. This fact suggested that 
an even greater than 50 per cent reduction in 
mortality and recurrent myocardial infarction 
rates might evolve with the development of a 
more easily and consistently regulated anti- 
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coagulant regimen. With long-term Dicumarol 
anticoagulation for prevention of myocardial 
infarction, our partial success is not unlike the 
early success of sulfanilamide in the treatment 
of pneumonia. It is quite possible that we may 
see ultimate improvement in anticoagulant 
therapy comparable to that witnessed in the 
antibiotic field. Until that day comes, however, 
it might be worthwhile to review the factors 
which influence the manipulation of the pro- 
thrombin level by coumarin and indandione 
derivatives. 


Influencing factors 

The level of prothrombin in the serum is 
maintained by its enzymatic synthesis in the 
liver which requires the presence of vitamin K. 
Dicumarol, which is structurally similar to the 
K vitamins, suppresses this synthesis by com- 
petitive inhibition.? Vitamin K is not stored in 
the body in large quantity but is constantly 
manufactured from ingested vegetable com- 
pounds by intestinal bacteria. Vitamin K de- 
ficiency is seldom encountered after the infant 
develops an intestinal flora. The only exceptions 
occur in certain diarrheal states, such as celiac 
disease, biliary obstruction when absorption of 
this fat soluble vitamin is impaired, and in 
hepatic disease when the synthesis of prothrom- 
bin is modified. Thus, while the available vita- 
min K may play some role in determining sensi- 
tivity of the individual to Dicumarol administra- 
tion, the dietary intake is probably not closely 
related to the ease with which this prothrombi- 
nopenic effect may be regulated. More important 
perhaps are nutritional and medicinal factors 
that exert great influence on this unique aspect 
of liver metabolism. 

Though dietary experiments in the rat have 
suggested no particular alteration in suscepti- 
bility to Dicumarol with dietary supplements 
of fat, vitamin C, choline, or casein*, a clinical 
impression has persisted that patients with 
cachexia and protein deficiency were uniquely 
susceptible to the prothrombinopenic effect of 
Dicumarol.?* In fact, Dr. Irving Wright has 
suggested that such patients might benefit from 
the daily ingestion of one quart of milk*. One 
of the leading causes for such a deficiency, of 
course, is chronic alcoholism, and it is felt that 
this may sometimes explain undue sensitivity to 
Dicumarol. Practical experience suggests that 


Dicumarol dosage regulation in some patients 
may be influenced by a different effect of alcohol 
for, in them, one or two cocktails prior to the 
evening meal can enhance the Dicumarol effect. 
A similar ease of prothrombin regulation seems 
to be achieved in such patients, whether they 
abstain completely or consume equal daily 
rations of an alcoholic beverage. This clinical 
impression has support in one old and incom- 
pletely reported series of experiments in rats 
that were shown to develop a greater increase 
in prothrombin time with daily aleohol and 
salicylate dosages combined than with either 
drug alone’. 

Certain common medications must also be 
considered in maintaining a stable anticoagulant 
effect. Salicylates have a mild prothrombinopenic 
effect of their own, even in the absence of 
coumarin derivates certain antibiotics such 
as the tetracycline derivatives, by modifying the 
intestinal flora, interfere with vitamin K syn- 
thesis in the gut, thus influencing the control 
of prothrombin level by Dicumarol*; and a re- 
cent abstract has suggested that large doses of 
barbiturates may have a significant effect on the 
prothrombin level by impairing biscoumacetate 
inhibition of prothrombin formation.® This 
latter is antithetical to the observations that the 
prothrombin time is prolonged by acute fright, 
by experimental fever, and by hyperthyroid and 
other hypermetabolie states.> Clinical experience 
would suggest that in most subjects of 
Dicumarol therapy, it is these factors of vitamin 
K availability and sedation on the one hand and 
emotional disturbance, intercurrent fever, hyper- 
metabolism, medication, or alcoholic beverages 
on the other, which must be balanced for optimal 
stability in prothrombin time regulation. 
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Management of Skin Cancer by the 


Dermatologist 


J. M. McCusxey, M. D., Peoria 


The purpose of this presentation is fourfold: 
(1) to discuss the need of dermatologic training 
in the diagnosis and management of most skin 
cancers; (2) to briefly discuss the various treat- 
ments commonly used to treat cutaneous malig- 
nancies ; (3) to show what disposition was made 
of or treatment given to patients in a private 
dermatologic practice over a two-year period with 
a statistical survey of the cancers seen, and (4) 
to evaluate the results of treatment by the derma- 
tologist and show the five-year cure rate with 
emphasis on the most commonly used method of 
treatment, electrodesiccation and _ curettage, 
followed by x-ray therapy. 


Diagnostic considerations 


The diagnosis of a typical basal or squamous 
cell epithelioma is often not a difficult matter 
for most physicians. But frequently the diagnosis 
is not an easy matter even for physicians with 
dermatologic training. It is not always easy to 
determine when a nevus or seborrheic or senile 
keratosis is becoming malignant. Granuloma 
pyogenicum frequently resembles an epithelioma, 
and vice versa. There are few physicians with- 
out special training or experience that recognize 
Bowen’s disease, multiple superficial epithelioma, 
extramammary Paget’s disease or morphea-like 
epithelioma.t Patients now go to their physi- 
cians often because of their fear of cancer and 
because they have read or have been told that 
an early diagnosis is important to obtain a cure. 
These early lesions are especially difficult to 
diagnose. A biopsy can be obtained by any phy- 
sician without special training; but if a repre- 
sentative portion of proper depth is not secured, 
the information obtained may be entirely mis- 
leading. Since errors can be made in interpreting 
results, even by pathologists with considerable 


Chairman’s address, Section on Dermatology, Illinois 


State Medical Society Annual Meeting, May 1960, 
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experience, the physician should be able to cor- 
relate the clinical appearance and histopathologic 
picture to establish the proper diagnosis. An 
erroneous biopsy report may result in treatment 
of a nonmalignant lesion for cancer, and con- 
versely, a cancer may go untreated if the clinical 
and histopathologic information are not properly 
correlated. There was one instance in this series 
in which the section for microscopic examination 
did not reveal a typical epithelioma in a repeat 
biopsy specimen. Expert pathologists sometimes 
disagree on the diagnosis. This is especially true 
of malignant melanoma. So here again, the prop- 
er clinical impression is of utmost importance 
and may determine the final diagnosis. These 
facts merely illustrate what every dermatologist 
knows — that while the diagnosis is frequently 
not difficult, there are many instances in which 
considerable judgment, training, and skill are 
required to avoid errors. 

Some knowledge of the type of skin of the 
patient who is to receive x-ray or radium therapy 
is important. Almost everyone giving this type 
of treatment is aware that a senile, atrophic, or 
fair skin will not tolerate the amount of radia- 
tion therapy that can safely be used on a normal 
skin, but other conditions such as xeroderma 
pigmentosum may not be recognized. For the 
past few years I have observed two patients with 
the latter condition. Each has had several basal 
and squamous cell epitheliomas, but one has a 
large skin graft on one cheek necessitated by the 
removal of an area of radiodermatitis following 
treatment of a skin cancer treated elsewhere with 
a dosage of x-ray that probably would not have 
been excessive for a normal skin. 


Types of treatment 


No attempt is made here to describe in any de- 
tail the several methods used to treat cutaneous 
malignancies, any of which may be good. Ob- 
viously the best method is the one most likely 


to produce a cure with the best cosmetic result 
and the least discomfort, inconvenience, and ex- 
pense to the patient. It is very important how- 
ever, to know what method or methods should 
be employed and to be trained and equipped to 
use the best one for the particular cancer being 
treated. If the physician does not have such 
training, experience, and equipment, the patient 
should be referred to someone who does. Since 
few physicians possess all these essentials, almost 
everyone treating cutaneous malignancies will 
have occasion to refer patients. 

1. X-ray and radium therapy. Radiation ther- 
apy, especially x-ray therapy, is probably the 
most commonly used treatment for epitheliomas. 
MacKee, Andrews’, Cipollaro*, Eller*, and many 
others have written extensively on these methods, 
and Lehmann and Pipkin®, John Lain, and 
others, regarding the use of radium treatment. 
The most generally accepted method of admin- 
istering x-ray therapy during the past 15 years 
is by the divided dose technique in which a 
total of from 4000 to 8000 or even 9000 r units 
of x-ray are given in divided doses of six or 
eight treatments over a period of two or three 
weeks. It is my impression that more epithelio- 
mas are treated by x-ray alone, especially by the 
younger physicians, since the beryllium window 
in superficial radiation therapy and the in- 
creased use of the fractional method of treat- 
ment became popular.® 

2. Electrodesiccation and curettage. This 
method is often followed by x-ray therapy. I 
feel that a fairly high percentage of cures can 
be obtained by the proper use of this method 
alone. Recently Ferrara’ reported 94.9 per cent 
five-year cures of 82 epitheliomas treated by this 
method alone. Morrow, Miller, and Taussig* in 
1937 reported the cure of 66 of 88 patients with 
epithelioma of the lip treated in this manner, 
but the patients were followed from only 6 
months to 5 years. While this method is seldom 
used now for treatment of epithelioma of the 
lip, a substantial number can be cured by it. 

3. Electrodesiccation and curettage followed 
by a-ray therapy. This method has been em- 
ployed by many dermatologists for years and 
has proven highly successful. The combined 
method has much to recommend it. The operator 
employing the curette can easily, because of the 
usual softness of the cancer tissue, follow the 
pockets that often extend laterally and below 


the otherwise visible cancer. Then when shield- 
ing the area for x-ray treatment, every portion 
of the area occupied by the cancer should be 
included, Also a much smaller dose of x-ray is 
needed, and there is no evidence of x-ray damage 
occasionally seen several years later when the 
larger doses of 6000 r to 8000 r are used. Lesions 
over 3 or 4 em. in diameter in certain areas 
and in certain types of skin will not tolerate 
these higher doses without some subsequent visi- 
ble evidence of x-ray damage. Often doses of 
1750 r to 2800 r units are sufficient if given 
following preliminary electrodesiccation and 
curettage. The cosmetic result is usually very 
good. There is no higher percentage of five-year 
cures than the 97.1 per cent obtained by Elliott 
and Welton’ in their series of 1,052 patients 
with this method. 

4, Surgery. Many epitheliomas can be cured 
by surgical removal.’ The smaller ones can be 
removed by any physician with some surgical 
training and knowledge of skin cancer, but 
larger lesions and those in certain locations are 
best treated by an experienced surgeon. If ex- 
tensive repair is needed, a plastic surgeon will 
offer the best chance of cure and the best cos- 
metic result. 

5. Chemosurgery. Mohs," later modified by 
Lunsford et al.,** has developed a technique of 
treatment of accessable epitheliomas and melan- 
omas by means of the application of a cauterant 
zine chloride paste. The tumor is gradually 
removed and successive layers are examined mi- 
croscopically for the presence of tumor cells. 
This treatment requires considerable skill and 
a team equipped and trained to do it. It is a 
method that probably is one of choice for larger 
epitheliomas, those that have recurred and are 
surrounded by scar tissue, or those in certain 
locations that cannot be adequately treated in 
more conventional ways. It is not likely that 
this method is the one of choice for more than 
2 or 3 per cent of all epitheliomas, but it is 
valuable for an occasional lesion. 


Management of cutaneous malignancies 


It may be of interest to examine the records 
of patients with skin cancer seen in a private 
practice to know what was done for them, what 
treatment was given, the results of treatment, 
and if not treated what was advised. The record 
of each patient with cutaneous malignancy in 
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sequential order seen by me during 1953 and 
1954 was examined. Obviously they were the 
last ones from which the results of a five-year 
cure could be obtained. One hundred thirty pa- 
tients with various types of skin cancer were 
seen. Some had multiple lesions and a few re- 
turned during the period with additional epi- 
theliomas to make a total of 157 cancers ob- 
served. Twenty four of the 130 patients rep- 
resenting 27 epitheliomas and 2 melanomas 
were not followed for five years. Eleven had 
died from other causes. We were unable to locate 
13 patients. Although none showed any evidence 
of recurrence, they were not included in the 
statistics. A biopsy specimen was obtained from 
133 of the 157 lesions. Of the 24 in which no 
biopsy was obtained 15 occurred in 3 patients. 
Many lesions were small, and a biopsy was not 
obtained for various reasons, often because of the 
extra expense involved. 

Seven patients were referred elsewhere for 
treatment. A 43 year old woman with a basal 
cell epithelioma on her cheek who gave a history 
of having had the lesion surgically removed 
and a recurrence treated by radium was re- 
ferred to a plastic surgeon. A 22 year old woman 
with a basal cell lesion on her cheek that had 
recurred following surgical excision on two oc- 
casions and again following x-ray therapy was 
referred to a plastic surgeon. An 85 year old 
woman with a large squamous cell epithelioma 
of the thumb, adjacent palm, and forefinger 
occurring in a radiodermatitis incurred following 
treatment for eczema by her family physician 
was referred to a surgeon for amputation of 
thumb, forefinger, and adjacent hand. A five- 
year cure was obtained in these three patients. 
A 36 year old man who had been treated for 4 
epitheliomas, both basal and squamous, on his 
nose and cheek was referred to a plastic surgeon 
when he developed another. A large area of the 
nose and left cheek was excised and skin grafted. 
Two years later another developed near the bor- 
der of the skin graft, and this was excised and 
grafted. A 75 year old man with a large squamous 
cell epithelioma almost encircling the left middle 
finger was referred to a surgeon for amputation 
of the finger. There was no evidence of recur- 
rence two years later when he died of a heart 
attack. An 88 year old woman with a malignant 
melanoma 4 cm. in diameter on her cheek and an 
85 year old woman with a malignant melanoma 
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on her great toe were referred to surgeons. The 
melanoma of the cheek was excised and the toe 
amputated. Both were lost from observation. 

No other patients were referred. Except for 3 
patients, all were treated by electrodesiccation 
and curettage followed by x-ray therapy. A 
squamous cell epithelioma was treated with radi- 
um needles used interstitially ; a basal cell lesion 
on the bulb of the nose was treated with x-ray 
alone, and a squamous cell epithelioma of the 
scalp was treated with electrodesiccation alone. 
All had five-year cures. The amount of x-ray 
therapy given following the preliminary elec- 
trodesiccation and curettage varied from 1400 
r to 2800 r units, the majority receiving 1750 r 
units (5 Ma, 100 KV, half value layer 1 mm. 
aluminum.) 

X-ray therapy was given in divided doses in 
all except two patients for whom the entire 
treatment of 1400 r units was given in a single 
visit. The present practice is to give a total of 
2800 r units (350r units twice every week) usu- 
ally beginning immediately following preliminary 
electrodesiccation and curettage. If there is un- 
certainty regarding the diagnosis, x-ray therapy 
is delayed until the biopsy report is obtained. 
Lesions larger than 3 cm. in diameter receive 
proportionally smaller doses. A margin of 2 or 
3 mm. of apparently normal skin surrounding 
the site of the epithelioma is desiccated, and a 
similar margin beyond the desiccated border is 
included in the area treated by x-ray. 

Results show that 123 epitheliomas were 
treated with electrodesiccation and curettage fol- 
lowed by x-ray therapy. All were followed for 
5 years or longer. One hundred twenty or 97.6 
per cent were cured. 

There were 3 failures. Two of these subsequent- 
ly obtained five-year cures, one by retreatment 
with electrodesiccation and curettage followed by 
1750 r units x-ray. The other was an epithelioma 
of the lip that was apparently radio-resistant as 
both electrodesiccation and curettage followed 
by x-ray therapy, and later radium used inter- 
stitially, failed to cure it. He was referred for 
surgical excision and obtained a five-year cure. 
The third failure was a rather large ulcerated 
basal cell epithelioma near the external auditory 
canal of a 46 year old man. This lesion was 
treated by electrodesiccation and curettage fol- 
lowed by x-ray therapy during September, 1954. 
It recurred and the patient consulted a plastic 


surgeon who excised it in November, 1957. A 
subsequent recurrence was again surgically ex- 
cised in March, 1960. It is possible that this is 
an instance in which Moh’s technique would have 
been the treatment of choice. 

Of the 157 lesions observed the types were as 
follows: basal cell 117, squamous cell 33, mixed 
2, intraepidermal 3, malanoma 2. 

Further statistics regarding the size of the 
lesions, age, sex, duration, previous treatment 
and location are not given here since they are 
comparable to those included in other articles 
published on this subject and since these statistics 
are not the primary purpose of this presentation. 


Summary 


The diagnostic considerations for the proper 
management of cutaneous malignancies are dis- 
cussed. A brief discussion is given of the various 
types of treatment used. Selection of the proper 
type of treatment for the particular malignancy 
is necessary to obtain the best possible therapeu- 
tic and cosmetic result. 

An analysis of 130 patients with 157 skin 
cancers seen in sequential order during a two- 
year period is presented. Seven patients were 
referred elsewhere for treatment and 3 were 
treated respectively with radium, x-ray alone, 
and_ electrodesiccation and curettage alone. 
Twenty-four of these patients representing 27 
cancers were not followed for 5 years and were 
not included since they either died from other 
causes or could not be located. The remaining 
120 lesions in patients who were followed for 5 
years or longer, were treated with electrodesic- 
cation and curettage followed by x-ray therapy 
with 97.6 per cent cures. Two of the failures 


Pediatric practice 


Before 1920 the pediatrician was primarily 
a consultant ; subsequently he became a physician 
for a number of children in «@, general way, as 
well as doing a certain amount of consultation. 
In the last few years the average practicing 
pediatrician has not seen many children in direct 
consultation with other physicians. He has be- 
come more and more a generalist, unless he is 


subsequently obtained a 5-year cure, and the 
other is currently under treatment. Of all the 
157 cancers treated by one or more of the vari- 
ous methods described, this is the only one that 
is known to have not yet obtained a 5-year cure. 

The advantages of the method of combined 
therapy in addition to the satisfactory five-year 
cure rate are discussed. It is felt that this method 
is highly satisfactory and should be the treat- 
ment of choice for a large majority of epitheli- 
omas. 
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connected with a university center or practices 
some form of subspecialty. Because of this there 
has been a tendency for the pediatrician him- 
self, as well as the general practitioner, to refer 
patients with special problems to system special- 
ists or specially trained pediatricians who might 
be termed superspecialists, such as the pediatric 
allergist. Robert B. Lawson. Historical Perspec- 
tive of Pediatrics in the United States. Careers 
in Pediatrics. 1960. 
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Figure 1. EEG control study, using 60 mg. of 


mentation of nitrous oxide), shows a normal wake 


Nisentil alone (in divided doses similar to supple- pattern. 


Electroencephalographic Sleep Patterns 


In General Anesthesia 


Max S. Sapove, M.D., C. G. Yarsroucu, M.D., Dorotuy R. Becxa, Chicago 


W e have found the short and rapid proper- 


ties of Nisentil®,* in combination with° 


nitrous oxide, to be especially valuable in cases 
where an intravenous narcotic anesthetic agent 
must be administered during a prolonged opera- 
tion. The cumulative and circulatory effects are 
minimal, the anesthetic plane is adequate, good 
relaxation is obtained by appropriate curariza- 
tion, and recovery of consciousness is prompt. 

An electroencephalographic control study was 
done, using 60 mg. of Nisentil alone (in divided 
doses similar to that used in the supplementation 
of nitrous oxide), and a normal wake electro- 
encephalogram was obtained (Figure 1). At the 
end of the study, the subjective sensation was 
crogginess. 


*Nisentil — alphaprodine hydrochloride (dl-alpha-l, 3,- 
dimethyl-4-phenyl-4-propionoxy-piperidine-hydrochlo- 
ride). Provided for this study by Dr. M. J. Schiffrin, 
Hoffmann-LaRoche, Inc. 

From the VA Hospital, Hines, Illinois, and the West 
Side VA Hospital, Chicago. 


‘or January, 1961 


Many continuous electroencephalograms were 
taken during surgery using nitrous oxide as the 
primary anesthetic agent, and a low voltage fast 
(15 to 25 per second) activity invariably was 
noted (Figure 2). This correlates with the find- 
ings of Wyke,’ Courtin et al.,2 and Artusio.’ 
Patients were maintained at this level of anal- 
gesia for the entire operative procedures. 

Anesthesia for the cases in this study was 
accomplished with an induction of thiopentone 
and maintenance with Nisentil and nitrous 
oxide. Nisentil was given intravenously in two 
twelve mg. doses; one immediately after induc- 
tion, the second in 20 minutes. Six mg. doses 
were given at 20 to 30 minute intervals until 42 
mg. were given, and then 3 to 6 mg. doses only 
as needed to completion of the operation. During 
the operative procedure the inhalation mixture 
was 3L:1L nitrous oxide-oxygen. Where excel- 
lent relaxation was desired, succinylcholine or 
some curaremimetic agent was administered in- 
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travenously as an adjunct to the Nisentil-nitrous 
oxide-oxygen anesthesia. 

The combination of Nisentil-nitrous oxide- 
oxygen was used as continuous electroencephalo- 
grams were taken on eight patients. These 
electroencephalograms showed patterns not un- 
like those seen during routine sleep recordings. 
The tracings showed flat patterns with parietal 
humping (drowsy stage), well formed 14 per 
second sleep spindles (light sleep stage), and ir- 
regular slow patterns with some spindle forma- 
tion (deeper stages of sleep) (Figure 3). 


Figure 4 shows the anesthesia or sleep electro- 
encephalographic pattern at the end of surgery. 
Clinically this patient was more than asleep. He 
was at least in plane I anesthesia and did not 
respond to the spoken word, react to painful 
or surgical stimuli, or resist passive movement 
of parts of his body. However, when the mask 
was removed, and the patient was permitted to 
breath room air, within 10 seconds the electro- 
encephalogram showed the type of activity char- 
acteristic’ of the waking state, 10 per second 
waves. Immediately the patient opened his eyes 
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Figure 2. Low voltage 15 to 25 per second ac- 


tivity with nitrous oxide the primary anesthetic agent. 


Figure 3. A combination of Nisentil and nitrous 
oxide produced patterns resembling (A) drowsy, 


(B) sleep spindles, (C) deeper stages of sleep. 


Illinois Medical Journal 


é A 
: 
| 
8 
| 


ap electro- 
f surgery. 
asleep. He 
d did not 
o painful 
movement 
the mask 
‘mitted to 
ie electro- 
vity char- 
er second 
1 his eyes 


sleep. 


al Journal 


RF 


EKG 


“Tar Jeane 


Figure 4. (A) shows the anesthesia or sleep EEG 
pattern. (B) shows the return to a normal wake 
pattern 10 seconds after patient was permitted to 


and responded to simple verbal commands and 
was oriented to name and date. This would be in 
keeping with Lancaster and Levin findings. 

Forty-seven per cent of their patients were 
aroused in the operating room and the other 
53 per cent, within a half hour after having 
recovered their laryngopharyngeal reflexes. 

A notable feature in this anesthetic procedure 
was the residual analgesic effect that produced 
a reduction of restlessness and discomfort of the 
immediate postoperative period. 


Discussion 


Again we see that a specific agent has a spe- 
cific pattern. Obviously, when the electroen- 
cephalogram is used, we must know the agent 
being utilized or the depth’ of anesthesia cannot 
be judged. 

It also becomes obvious that we have a pattern 
resembling the electroencephalographie pattern 
for natural or deep sleep, and yet surgical pro- 
cedures can be done under this state. The clinical 
signs are such that we cannot distinguish be- 
tween the sleep pattern seen on the electroen- 
cephalogram and the surgical anesthesia per- 
ceived on examining the patient. In a few in- 
stances, the electroencephalogram shows this 
light sleep state and, without warning, there is 
a movement indicating that the patient has 
slipped out of the surgical anesthesia plane. It is 
possible that we are working, in reality, in the 
analgesic plane. 
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breath room air. Continuous recording except at 
slash when 3 seconds were omitted due to artifact 
when mask was removed. 


The electroencephalogram is an excellent indi- 
cator for such things as hypoxia, marked hypo- 
tension, extreme depth of anesthesia, and the 
planes of anesthesia. However, in some instances, 
we have been unable to distinguish between the 
plane of movement on the electroencephalogram 
and the plane in which the patient does not re- 
spond to painful stimuli, which may represent 
the analgesic plane. 


Summary and conclusion 


_1, A combination of Nisentil and nitrous oxide 
produced an electroencephalographic pat- 
tern resembling drowsiness and sleep al- 
though clinically the patients were in plane 
I anesthesia. Nitrous oxide alone produces 
a fast pattern in the electroencephalogram, 
and Nisentil alone does not alter the nor- 
mal waking pattern. 

2. Arousal of patients in the operating room 
after prolonged Nisentil and nitrous oxide 
anesthesia was astonishingly prompt, very 
similar to awakening a person from a nor- 
mal sleep. 
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Postoperative Hemorrhagic Diatheses 


MopERATOR : 
ROBERT J. BAKER, M.D. 
Associate Director, Department of Surgical 
Education, Cook County Hospital 


DIscUssANT: 
IRVING A. FRIEDMAN, M.D. 
Attending Physician in Medicine and Asso- 
ciate Director, Department of Hematology, 
Cook County Hospital; Clinical Assistant 
Professor of Medicine, Chicago Medical School 


Dr. Ropert J. Baker: The conference today 
deals with a grave complication of surgery or 
of blood replacement during surgery that is of 
considerable moment to all of us. Massive, un- 
expected bleeding is to the surgeon what a sud- 
den cardiovascular catastrophe is to the internist, 
and with similar life-endangering implications. 

A primary factor in the production of these 
coagulation defects is the administration of large 
volumes of blood. Banked blood, despite all tests 
which we perform and all our efforts to preserve 
it as a whole replacement substance, is not iden- 
tical with the patient’s circulating blood, and 
virtual exchange replacement, as may occur, 
leads on occasion to some of the alarming phe- 
nomena that will be discussed. 

Our speaker today is Dr. Irving Friedman 
of the department of hematology. He is well 
known to all of us, having been of inestimable 
help in the coagulation problems we have had 
to face from time to time. There is no one as 
close to our problems and no one better able to 
build a concrete diagnostic framework from 
which to work than is Dr. Friedman. The first 
case is illustrative of the type of problem we 
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experience in this hospital, and we will ask Dr. 
Snyder to present it. 


Case 1 


Dr. Dayte O. Snyper, surgical resident: 
This patient was a 52 year old white male, ad- 
mitted to the surgical service of the Cook County 
Hospital with a six weeks’ history of epigastric 
burning one to two hours after meals and at 
night. For two weeks prior to admission he had 
vomited most ingested food. Pain was relieved 
by soda but vomiting was not. He stated that 
he was sensitive to penicillin but nothing else 
in the past history was remarkable. 

Physical examination revealed a moderately 
dehydrated, agitated man with marked epigas- 
tric and right upper quadrant tenderness. Three 
thousand ec. of clear fluid containing old food 
particles were obtained by Levine suction. The 
patient improved symptomatically. After eight 
hours of suction, the tenderness returned, and a 
perforated duodenal ulcer was closed unevent- 
fully, though 2 units of blood and 1 unit of 
plasma were infused before and during surgery. 
The patient was type A, Rh negative. 

During the next two weeks the patient com- 
menced to bleed from the upper gastrointestinal 
tract, developed pneumonia in the right lower 
lobe, and was infused with 4 more units of whole 
blood. He bled sporadically for two weeks, was 
intermittently transfused, and developed a par- 
tial small bowel obstruction which subsided. 

During the subsequent two weeks the patient 
alternately had bouts of small bowel obstruction 
and bled from the duodenum. Some 11 weeks 
after admission he suffered a major hemorrhage, 
necessitating gastric resection, which was per- 
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formed under local anesthesia. During surgery 
the patient was given 2 units of A, Rh negative 
blood followed by 2 units of A, Rh positive 
blood. He tolerated the procedure fairly well, 
but considerable wound oozing was noted during 
closure. Two hours postoperatively the patient 
went into profound shock, commenced to bleed 
from the upper and lower gastrointestinal tract, 
as well as wound and drain sites, and despite all 
resuscitative measures, died some 24 hours after 
surgery. 

Dr. Baker: I was intimately involved with 
this patient, not from the standpoint of surgery 
but from the standpoint of postoperative man- 
agement. There are several things I would like 
to point out with regard to the postoperative 
course. In the 11 weeks this man received 26 
units of whole blood. All of these, with one ex- 
ception, were A, Rh negative, the one exception 
being O, Rh positive, which was compatible in 
the laboratory. The surgery was an emergency 
procedure for massive hemorrhage. We obviously 
were most reluctant to operate and temporized 
more than we would ordinarily because of the 
bowel obstruction which left him in poor con- 
dition. Also, we felt that to operate upon him 
without a maximum amount of compatible blood 
available was to invite disaster. However, bleeding 
was uncontrolled and immediate surgery was 
indicated. He therefore was operated upon with 
only two units of Rh negative blood available. 
This was a number of years ago, and we did not 
have the stock of blood that we now have. There 
was no A negative blood available, nor was there 
any O negative ; so he was given A positive blood 
reluctantly, but as a matter of dire necessity. The 
patient tolerated surgery well, but shortly there- 
after he began to ooze from the original site. 

Dr. Friedman, would you outline the path- 
ogenesis of the bleeding here and its manage- 
ment ? 


Dr. Irvine FrrepMan: Was there any evi- 
dence of reaction after the Rh positive blood 
was given? 

Dr. Baker: None after the first unit; most of 
it was given during surgery, but no obvious signs 
of transfusion reaction were noted. 

Dr. FrrepMan: The problem as exemplified 
by this case is probably one of the most frus- 
trating of all the surgical and medical emergen- 
cies. The question is: (1) What happened? Why 
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did it happen? What could we have done at the 
time it happened to help the patient? (2) What 
could we have done — and very simply — to 
evaluate the patient for a coagulation defect? 
What test could we do at the operating table or 
during the severe bleeding episode that could 
help us find the best possible therapy? 

Here was a patient with perforation and in- 
termittent bowel obstruction who had had a 
number of blood transfusions at several week 
intervals, so we have the feeling there is good 
reason for him to ooze by virtue of poor tissue 
and capillary integrity, as well as the lesion 
from which he is bleeding. Then a massive hem- 
orrhagic episode ensues, and, despite all efforts 
to keep up with the blood loss, he goes into pro- 
found shock and does not recover. 

My first consideration is: Did he have any 
bleeding difficulties before surgery? In the his- 
tory apparently there was no such indication. 
He had no history of bleeding or family history 
of bleeding, and I am sure this was looked into. 
The fact that his first surgical procedure was 
performed without any bleeding tendency would 
speak for the fact that this was an acquired con- 
dition associated with, or a consequence of, the 
subsequent events in his clinical course. There- 
fore, one has to be guided by what happened, 
why it happened, and what to do to evaluate it. 

Commencing from the time he started oozing, 
there are simple procedures to do, right at the 
table. For instance, the site of bleeding is im- 
portant. In this case it was from the wound and 
G. I. tract. First, see if the blood clots as it 
comes out; however, more important, see if it 
stays clotted. In fibrinolysis, severe bleeding 
itself will induce a vicious circle of continued 
clot lysis. The cycle is so vicious that it not only 
embraces fibrinogen loss but also destruction of 
other elements, including platelets, prothrombin 
components, and plasma clotting factors. An in- 
coagulable state may result with severe persist- 
ence of bleeding. The first sign of fibrinolysis 
may be the appearance of clots in the wound, 
but a few minutes later the clots are gone. 

One should next get a blood film from the 
finger or the wound, have the slide stained with 
Wright’s stain, and examined for platelets. The 
prompt diagnosis of thrombocytopenic purpura 
can be made if the platelets are grossly dimin- 
ished. A platelet count, of course, is absolute 
evidence of thrombocytopenia. We know the 
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bleeding time is prolonged by observing the 
oozing wound. The Rumpel-Leeds test does not 
help much because the patient and his vessels 
are under great stress, and this test will be pos- 
itive under these circumstances without plate- 
let defect. 

Always of importance is the complication of 
so-called “vascular fragility” — toxic fragility 
of the capillary that occurs during infection, 
during severe obstruction of the bowel with 
toxemia, or with acute azotemia. 

In this case there were only two pints of Rh 
negative blood available; so Rh positive blood 
had to be given. I don’t think there was any 
incompatibility but since he had had Rh positive 
blood previously, he could have real difficulty. 
What would happen? Some hemolysis would 
occur, and this would liberate red blood cell 
thromboplastin. What really happens in these 
severe hemolytic reactions is that there is intra- 
vascular coagulation, with laying down of small 
thrombi, thereby depleting platelets, prothrom- 
bin, and plasma clotting factors. Ultra-fresh 
whole blood is important, therefore, in treatment. 
Ti fresh blood is not available, fresh frozen 
plasma is a magic substitute. What we are giving 
with this material is the antihemophiliac and 
various plasma factors associated with thrombo- 
plastin formation. Jn a limited way, fresh frozen 
plasma contains platelet material. The only dif- 
fieulty with fresh frozen plasma is that it lacks 
whole platelets, so the one function missing is 
clot retraction. However, some hemostasis may 
usually be achieved by supplying the other fac- 
tors mentioned. 

I would emphasize that if you do not have 
whole blood to give to these patients, then give 
fresh frozen plasma at 1, 2, or 4-hour intervals, 
according to demands of hemostasis. 

Then we come down to the fact that we can 
treat the fibrinolysis by giving adequate fibrino- 
gen. This is also done at time intervals in 1 to 
2 gram doses until bleeding and _ fibrinolysis 
cease. 

If bleeding persists despite these measures, 
one suspects factors other than that of coagula- 
tion, such as vascular fragility. Blood and plasma 
only help maintain vascular integrity by raising 
the blood pressure and improving tissue oxygena- 
tion. 

When vascular fragility is a possibility, steroid 
therapy is indicated, and I prefer hydrocortisone, 
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100 mg. in each bottle of intravenous fluids. 

Therefore, in emergency bleeding during sur- 
gery, clot observation, studying a blood film for 
platelets, and keen observation of the site and 
type of bleeding may yield valuable information 
as to clotting ability, fibrinogen adequacy, fi- 
brinolysis, and platelet numbers. 

How can we evaluate the patient without any 
bleeding tendency for elective surgery? ‘The sur- 
geon wishes that there were some way to screen 
these patients to make sure they do not bleed, 
instead of having difficulty arise in the operating 
room. There are two things I should say about 
this. First, the best test you have is the 
history. It is better than any laboratory tech- 
nique we have available for screening. Don’t lull 
yourself into the false security of doing a rou- 
tine bleeding time, clotting time, or even a 
platelet count. If you do these three and they 
are normal, or even do a prothrombin time, 
which is normal, you might think the patient 
cannot bleed. But this is not the case, as bleed- 
ing still can occur. Pay attention to the history! 
If the patient says, “I once had a tooth pulled 
and I bled,” or if he says, “I had surgery before 
and I had trouble; they had to give me blood,” 
pay heed to what he tells you. Too often we don’t 
pay attention to an obvious history. If the pa- 
tient has a family history or personal history 
of bleeding, he deserves every possible evaluation 
before surgery, especially if it is an elective pro- 
cedure. Is there any evidence of anemia, systemic 
disease, or infection that might predispose to 
bleeding? The platelet count is unnecessary if 
we do a good blood count. We report platelets 
as adequate, increased, or decreased on the blood 
film. If there are adequate or increased plate- 
lets in the film, there is no point to doing a 
platelet count, assuming a good technician is 
looking for the platelets. 

If the platelets are adequate in number, it 
still does not mean they are functioning proper- 
ly, and thrombasthenia may exist. A good bleed- 
ing time will help to rule this out, but this is 
not done with 1 of the 27 varieties of hypoder- 
mic needles stuck into the earlobe, yielding a 
drop of blood. Use a good sharp surgical scalpel 
so that a small vessel is severed. It should nor- 
mally bleed for one or two minutes; bleeding 
longer than three or four minutes is abnormal. 

If there is a known bleeding history, these 
simple procedures may not be enough. We may 
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want to do the prothrombin consumption pro- 
cedure which tests the formation of thrombo- 
plastin in an indirect way. We test how much 
prothrombin is used after clotting in a one hour 
period. If there is poor consumption, we know 
something is wrong in thromboplastin formation, 
and we can go on and pinpoint the lesion by 
further tests. We have gone as far as taking the 
patient’s own elements, i.e., platelets, serum and 
plasma, and testing them to see if the platelets 
and other factors are functioning. If they are 
not, we can tell you which factor is deficient. 
This is called the thromboplastin generation 
test. 


Dr. Baker: If you are able to determine 
the specific factor that is deficient, how do you 
treat the defect ? 

Dr. FrizpbMAN: This depends on what the 
defect is. If it happens to be thrombocytopenic 
purpura, find out why he has it. Is it leukemia 
or idiopathic thrombocytopenic purpura? This 
is a most important and often drastic form of 
bleeding. For surgeons it takes on even greater 
importance since the question of splenectomy 
comes up; platelet infusions may be needed to 
correct the bleeding. 

If, however, the platelets are adequate and this 
patient has a mild hemophilia, then fresh frozen 
plasma can be given at three or four-hour in- 
tervals before and after surgery. If the patient 
has a congenital hypoprothrombinemia or a la- 
bile factor deficiency, we can carry him through 
with the same procedure. We do not need to give 
fresh blood unless the patient is anemic. Also 
preferable, if available, is matched plasma to 
avoid reactions from multiple infusions. 

If, after all these tests, you find there is no 
evidence for thrombopenia, hemophilia, or pro- 
thrombin deficiency, and if the bleeding time is 
prolonged, then we are in the realm of platelet 
function defect. This does happen and it is im- 
portant because it causes quite a bit of bleeding 
at surgery. This defect may be detected by pro- 
thrombin consumption or thromboplastin gene- 
ration tests. If these procedures are not availa- 
ble, and you find a prolonged bleeding time, 
I would advise you to have both fresh frozen 
plasma and ultrafresh whole blood at surgery. 
Certainly it is better to have these materials 
ready in advance than to try to obtain them 
when bleeding occurs. 
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This brings to mind certain difficult situa- 
tions. Occasionally a patient without history 
or evidence of bleeding diathesis by the various 
tests will bleed under the stress of surgery. You 
have to test that patient during the surgical 
procedure. This is something that no one can 
predict. This brings to mind the old advice, 
“Even if the prothrombin time is normal, give 
vitamin K.” We used to say that it was terrible 
to give vitamin K when the prothrombin time 
was normal. Previously, if it was found that the 
patients bled less with vitamin K, our answer 
would be that it was spontaneous cessation of 
bleeding. There is actually some good evidence 
that under the stress of surgery, especially in the 
patient with a history of hepatitis or gallbladder 
disease, or with borderline liver involvement, the 
prothrombin time may become prolonged. We 
have tested for this and found abnormalities, so 
perhaps empirically giving vitamin K or fresh 
blood in certain instances is not a bad idea. One 
should not do this routinely, however. 

Therefore, we have to consider the patient not 
only before he goes to surgery but we also have 
to think about what happens when he is anesthe- 
tized. If we remember these facts, we can pre- 
vent bleeding or correct it once it occurs. 


Dr. Baker: What is the situation in the pa- 
tient who shows an irreparable bleeding diathesis 
after 18 to 24 infusions of compatible blood, who 
has a negative Coombs test, and in whom the 
other tests are normal? 

Dr. FrizepMan: There is an enormous litera- 
ture on what happens when you give 10 or more 
pints of blood. Some have wondered whether the 
blood is diluted so that the platelets are de- 
creased or of poor quality. The literature is ac- 
tually very confusing, but the current thought 
is that the patient is developing thrombocyto- 
penia or platelet function defect because of dilu- 
tion with blood poor in platelets; also, there is 
some depletion or dilution of the plasma factors. 
Another concept is that the patient develops 
antiplatelet antibodies or antithromboplastic sub- 
stances, and some workers have claimed the find- 
ing of these inhibitors. The difficulty lies in try- 
ing to decide how much is dilution and how 
much is that vicious circle in the patient who 
requires this amount of blood, is in great stress 
and shock, and develops fibrinolysis during shock 
and bleeding. 
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Are we giving too much citrate or anticoagu- 
lant? Sometimes we are told to give large 
amounts of calcium. Actually, I think that has 
been overemphasized. Everybody gives calcium, 
but the patient usually continues to bleed and 
I do not think that calcium is the major factor 
in the bleeding. Much more important is the de- 
pletion of platelets or plasma factors. One way 
to get around this is to give ultrafresh blood 
every few hours. If you have to give 15 to 20 
pints, it is obvious that you are not going to get 
enough fresh blood to replace this loss, but along 
with bank blood you can give fresh frozen plas- 
ma, which will give many of the factors that 
would be in the fresh blood. The only thing you 
miss is the value of the whole platelet in clot re- 
traction. 

Dr. Snyper: Does the pH of banked blood 
have anything to do with massive bleeding? If 
calcium is not important, is it necessary to give 
it? Is Premarin® or any of the related substances 
of benefit ? 

Dr. FrrepMANn: I would give calcium, but you 
do not need very much. The clotting system is 
so set up that you need very small amounts for 
the clotting mechanism. You need not give more 
than 1 to 2 Gm. every six hours, as calcium is 
adequate for clotting in extremely small 
amounts. The role of pH of replacement blood 
has not been documented as being of importance. 
The use of Premarin is based on (1) its direct 
action on the vascular or fibrinoid tissue of the 
mucous membrane, and (2) its increasing the 
effect of factor V. I have read the reports on 
the use of Premarin carefully, and the changes 
are so slight that I cannot get excited about it. 
I think that if the bleeding stops with Premarin 
therapy, it is usually a coincidence. 

QueEsTION: Is there any factor in the men- 
struating female which is related to bleeding? 

Dr. FrrepMAN: Early in menstruation there 
is a fall in platelets, and menstrual blood has 
both thromboplastic and fibrinolytic factors. This 
comes up in abruptio placenta, for instance, 
where there are fibrin emboli laid down or there 
is severe fibrinolysis. Whether the amniotic fluid 
is really proteolytic or whether the shock and 
bleeding which occur cause the fibrinolysis we 
cannot say. It is very difficult to know whether 
it is part of the cycle started by something else 
or whether it is responsible, but the treatment 
for fibrinolysis is still fibrinogen in large dosage. 
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Dr. Baker: If a patient has intravascular 
clotting, would you supply enough fibrinogen in 
fresh frozen plasma? 

Dr. FriepMan: No, additional fibrinogen 
probably would be required. 

Dr. Roscor C. Gites: What about the use of 
protamine sulfate ? 

Dr. FriepMan: The best place for this sub- 
stance is in heart pump surgery because that is 
an artificially induced type of heparinemia. In 
the ordinary postoperative or postpartum bleed- 
ing we have not been impressed by its use. 


QuESTION: What about the role of body 
warmth in these reactions ? 

Dr. FriepMan: If fibrinolysis is pronounced 
enough, it will continue anyway. You may have 
heard an obstetrician say, who sees bleeding 
while he is doing an episiotomy, “I don’t under- 
stand; ’m doing an episiotomy and the patient 
is bleeding and there is clotting, but I looked 
down at the pan five minutes later and the blood 
is all liquid.” Fibrinolytie activity occurred at 
room temperature, but fibrinolysis is usually 
somewhat more rapid at body temperatures. 


Case 2 


Dr. Baker: The patient was a 50 year old 
Negro male, transferred to the Cook County 
Hospital from another institution five days after 
herniorrhaphy for an incarcerated umbilical her- 
nia. It was learned that he bled from his wound 
postoperatively and was reexplored, but no single 
bleeding point was found. Despite 4 units of 
whole blood and 4 units of fresh frozen plasma, 
his oozing continued. He was also given Adreno- 
sem®, steroids, Premarin and thromboplastin. 

The history revealed only that he had bled 
considerably following a tooth extraction at the 
age of 10. This was learned only after persistent 
questioning, which further disclosed that the 
maternal grandfather died after tooth extraction 
and two male grandchildren bled abnormally. 

Physical examination revealed a midline verti- 
cal umbilical herniorrhaphy incision with a 20 
by 16 cm. wound hematoma causing marked ele- 
vation of the wound edges. There was discolora- 
tion around the wound and out to both thighs. 
The wound exuded clotted and fluid blood; no 
other hematomata or ecchymoses were seen. 

His hematocrit was 22 per cent, hemoglobin 
6.8 Gm., WBC 9,000 with 82 per cent neutro- 
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phils. The other laboratory findings were: 
Platelets — 493,000 
Bleeding time — 4 minutes 
Clotting time — 16 minutes 
Tourniquet test — negative 
Complete clot retraction — normal 
Prothrombin time — 13 seconds, 85% 
Prothrombin consumption — normal 

Despite infusion of 17 units of fresh frozen 
plasma over six days, the wound continued to 
ooze for 19 days intermittently, finally stopping 
only after all sutures were removed. Every time 
we lifted the dressings, liquid blood would ooze 
from under the clot. Finally, in desperation, we 
took all the sutures out, and it was only then 
that bleeding stopped. 

Dr. Friedman, we have here a patient with a 
questionable history of bleeding who was oper- 
ated upon, discovered subsequently to be a hemo- 
philiac, but who continued to ooze despite ade- 
quate therapy and with these laboratory findings. 
We would like to hear your comments. 


Dr. FriepMAN: This is a case with a history 
of some bleeding, and yet, if one were to do the 
usual coagulation tests, only one area would 
give a clue and that is the clotting time of 16 
minutes. The way we do that test here, this is 
normal because we do not shake the tubes too 
fast or often and 5 to 16 minutes is considered 
normal. Also the bleeding time here is borderline. 
Clot retraction is normal, the prothrombin is 


normal, and the prothrombin consumption rate’ 


is well within normal limits. So we are faced 
with a patient bleeding postoperatively despite 
fresh frozen plasma; other drugs directed at vas- 
cular integrity were also given without effect. 
On subsequent thromboplastin generation test we 
found in this patient a mild antihemophilic 
factor deficiency. 

Actually, this patient should not have too 
much bleeding. In similar cases we have done 
actual AHG (antihemophilic globulin) assays 
and found the normal is 30 per cent. If one has 
15 per cent or over, most of the time there will 
not be unusual bleeding; between 5 and 15 per 
cent of AHG levels, we recognize there will be 
mild bleeding and under 5 per cent severe bleed- 
ing. Incidentally, when one member of a family 
has a mild hemophilia, all the other hemophilic 
members of that family will also have a mild 
‘orm. Let us say this patient has a 10 to 15 
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per cent level. Why did he bleed so much dur- 
ing surgery? Please keep in mind when these 
people are subjected to the stress of surgery, all 
tests are meaningless hecause they will bleed as 
much as any severe hemophiliac. 

One possible explanation for the patient’s fail- 
ure to respond to fresh frozen plasma is the 
presence of a circulating anticoagulant. If a 
thromboplastin generation test were done during 
surgery, we would take his platelets, serum, and 
plasma and incubate this and with calcium make 
thromboplastin. Then we take this formed 
thromboplastin and do a prothrombin time. If 
we have liberated normal amounts of thrombo- 
plastin, we should get a normal reading of 10 
to 12 seconds prothrombin time, but here it was 
20 seconds. Something was wrong with his gen- 
eration of thromboplastin. If we substituted nor- 
mal platelets, it would still be abnormal. If we 
substituted serum, it would be abnormal because 
he does not have the serum type of defect. We 
know that the antihemophiliac factor (AHG) is 
found only in fresh plasma; so when we sub- 
stituted normal plasma into the test, normaliza- 
tion occurred, which means he has true hemo- 
philia. The fact that normal plasma could cor- 
rect the test rules out circulating anticoagulants, 
because these inhibit any AHG introduced into 
the test. Therefore, there were other defects 
present, probably vascular. 

We would have to say then that this was a 
mild hemophiliac who got into trouble at surgery 
by virtue of a complicated AHG deficiency. 
Since the test was done during the episode and 
since spontaneous anticoagulants will last three 
to five months, once they form, it would be dif- 
ficult not to find them. One point to remember 
about circulating anticoagulants is that they 
commonly appear when red cells are given. If 
we can keep away from giving red cells in cor- 
recting hemophilic patients, we are more likely 
to prevent the occurrence of circulating anti- 
coagulants. It is best to give a known hemo- 
philiae typed plasma from family or friends, and 
save that patient from the formation of circulat- 
ing anticoagulants. 

Also, the donor can then be tested for hepa- 
titis, which we feel is a real threat. If there are 
circulating anticoagulants present, the patient 
presents a difficult problem. You have to mas- 
sively infuse these patients with plasma to get 
an effect. I do not mean to say that if the patient 
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is very anemic one should withhold blood to re- 
lieve the severe anemia. It would be wonderful 
if we could set up a bank of typed plasma for 
each known hemophiliac. They could bring in 
their own family and friends and we would put 
the typed plasma away for their use. 


Dr. Baker: With regard to fresh frozen plas- 
ma, how should you time the administration of 
it? This patient received 3 units in the morning 
and then none until the next day. 

Dr. FrizpMAN: The best timing for AHG is 
to administer it at four-hour intervals, keeping 
it up over 24 to 72 or 96 hours on a four-hour 
schedule. In that way you can get away with 
less plasma. One unit can be given every four 
hours, and more benefit will accrue than by giv- 
ing 2 or 4 units in the morning and repeating 
it the next morning. One can also carry many 
of these patients through tooth extractions or 
surgery, when these are necessary. 


Dr. Baker: The second patient received ster- 
oids; do they have any effect on the anticoagu- 
lant (anti-AHG) ? 

Dr. FrrepMAN: In massive amounts, steroids 
may help to offset the anti-AHG effect. Un- 
fortunately it has a rather slight effect. I would 
suggest hydrocortisone, 100 mg. intravenously 
every four to six hours. (300 to 400 mg. a day.) 

The effect of steroids on bleeding is interest- 
ing. One can take a patient with 4+ Rumpel- 
Leeds test, give 2 tablets of cortisone, and he 
will become negative. The thing to remember is 
that steroids have two actions. First, there is 
some effect on the vascular integrity. In experi- 
mental adrenalectomized animals a direct effect 
can be demonstrated on the vascular integrity by 
the use of steroids. Second, they effect an in- 
crease in platelet numbers. In the antibody situa- 
tions — e.g., circulating anticoagulants (or anti- 
AHG) — it is worthwhile trying steroids. In 
hemophilia with infection, when the infection is 
clearing, some benefit may result from giving 
steroids for a few days. I think that benefit oc- 
curs because of the vascular effect of these 
agents. 


Question: Is there any rationale for giving 
ACTH and hydrocortisone in combination? 

Dr. FrrepMan: I have done that. In severe 
purpura when the patient was receiving hydro- 
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cortisone and I was worried about producing a 
severe Cushing effect, I have added ACTH. The 
basis for use of ACTH is the specific effect it 
may have directly on the vascular structure. 

Dr. Baker: I want to thank Dr. Friedman 
for this extremely enlightening and educational 
session. The concepts he has advanced should be 
most useful to all of us. 


Summary and Conclusion 


1, The classical theory of blood coagulation in- 
volved two steps, enzymatic in nature: 


Tissues Platelets 


Step 1: Thromboplastin 

Prothrombin ‘Thrombin 
Ca 

Step 2: Thrombin 

Fibrinogen — Fibrin 


The formation of thromboplastin was later 
discovered to result from the interaction of 
platelet and plasma factors, as a sub-step es- 
sential for step 1. Platelets and antihemo- 
philic globulin are indispensable for the for- 
mation of thromboplastin in plasma. 

2. Subsequently, upwards of 30 factors have 
been described and fitted into the compli- 
cated mosaic of the coagulation mechanism. 
New factors are being added as more investi- 
gation is done in this field. 

3. A single abnormality of one of the hemostatic 
mechanisms may not result in bleeding if all 
others are normal. 

Contrariwise, severe spontaneous bleeding 
usually requires the involvement of more than 
one elementary hemostatic mechanism. 

4. Therapeutic agents may affect more than one 
hemostatic mechanism simultaneously. As an 
example, vitamin K, in the treatment of 
Dicoumarol®-induced hypocoagulability cor- 
rects both hypoprothrombinemia and a state 
of increased vascular fragility which exists. 
The nature of the vascular change leading to 
the increased fragility is unknown. 

5. The commonest cause of postoperative bleed- 
ing is inadequate hemostasis. This should 
always be considered first, especially when 
bleeding is localized to one site or wound. 
The next common mechanism active in post- 
operative bleeding is the infusion of incom- 
patible blood leading to a hemolytic trans- 
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fusion reaction. This leads to thrombocyto- 
penia and decrease in prothromboplastins 
with subsequent oozing. 
. Other causes of postsurgical hemorrhage are: 
(1) Hypoxemia (increases capillary _ per- 
meability ) 
(2) Massive trauma (decreases fibrinogen, 
thromboplastin precursors) 
(3) Intravascular clotting 
(4) Acute or chronic hepatic insufficiency 
(decreased prothrombin) 
(5) Thrombocytopenia 
(6) Hemophilia 
(7) Idiopathic 


Some problems of medical care 


The whole program for medical care of the 
American population is receiving comments from 
many directions. The public intends to obtain 
medical security in some form, and there is rec- 
ognition of the fact that health services rank 
with housing, industry, employment, food sup- 
ply, and social security as among the essential 
needs of the nation. Much of the progress in this 
field represents the extension of life expectancy 
at birth during this century from 47 to 70 years, 
which has been made possible by “engineering” 
out of the environment many of the conditions 
that have produced death especially among in- 
fants and children. The problems today are par- 
ticularly those of the aged and infirm which 
cannot be met on a mass basis but only on an 
individual approach since each person repre- 
sents a health problem that is not likely to be 
solved on a community-wide basis. This approach 
is not fully understood and there are many who 
believe that the phenomenal advances in life ex- 
pectancy during the last fifty years can be re- 
peated. This is highly unlikely. 

Parallel with the “aging” is the “younging” 
of the population due to the greatly increased 
birth rate and the high survival in the early 
years of life. This “younging” is now drawing 
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7%. The treatment of hemolytic transfusion re- 
action involves: 

(a) Stop infusion, collect venous blood 
sample and urine. 

(b) Massive doses of steroids IV 

(c) Maintenance of blood pressure (vaso- 
pressors ) 

(d) Alkalinization of urine which is of ques- 
tionable value (must not over-infuse Na 
as M/6 lactate) 

(e) Push IV fluids (2-3 liters in 8 hours) 
when possible. 

(f) Rematch, administer compatible blood, if 
needed. 


attention because by 1970 40 per cent of the 
population will be under 20 years of age. Also 
a point of interest is the nomadic character of 
our American people as witnessed by. the fact 
that 33 million changed residence last year. This 
point has a bearing on any consideration of state 
regulated health programs since about 10 mil- 
lion of these individuals crossed state or county 
lines last year. These points must be considered 
in determining how medical services in the coun- 
try are to be organized in the future since many 
people do not have the long time services of a 
family physician when they move to another 
area. It is obvious, therefore, that in many in- 
stances the physician must deal with only a seg- 
ment of a person’s life. The conditions often 
prevent a doctor from following patients and 
families on the basis of the longitudinal concept 
of illness which involves the whole life span of 
an individual or family and gives due considera- 
tion to the hereditary, environmental, education- 
al, economic, psychological, and emotional as- 
pects of health and illness and the further fact 
that in older age groups the problems are not 
so much those of diagnosis and treatment as they 
are of management, nutrition, and psychosocial 
factors. Report of the President of the Josiah 
Macy, Jr. Foundation, Nov. 16, 1960. 


Emotional Trauma in 


James Scort, M.D., Coal Valley 


MOTIONAL TRAUMA is a response to a stress- 
ful experience. In a surgical practice it 
is a daily occurrence, but its concept is at times 
poorly understood. The emotional stress of 
surgery is not a specific condition; however, it 
gains importance as a clinical entity because it 
becomes superimposed on an existing disease. 
It aggravates, conceals, or distorts symptoms; 
and it becomes a handicap in preoperative and 
postoperative management. There is general 
agreement that the discovery of an incurable 
disease, a colostomy, or mutilating procedures 
requires radical adjustment in personal plans and 
outlook in family and business life. The patient 
may not be able to cope with an emotional ad- 
justment of such magnitude, and the assistance 
of a psychiatrist may be required. The majority 
of surgical conditions, however, require a short 
hospitalization and do not result in permanent 
disability. This presentation refers only to these 
lesser cases. 

The causes of emotional trauma in surgical 
patients are numerous. Discovery of an illness, 
uncertainty about its outcome, pain and discom- 
fort, anticipation of diagnostic and therapeutic 
procedures, and embarrassment of helplessness 
of gastrointestinal and urinary difficulties are 
contributing factors. The stress of inactivity and 
isolation and economic difficulties may be present. 


Symptoms 

An unpleasant experience provokes an 
emotional response in everyone. This stress is 
easily absorbed by the emotionally mature in- 
dividual, and he presents no problem in man- 
agement. The oversensitive and overreacting 
patient with latent or overt psychoneurotic 
tendencies, however, will develop a clinically 
significant response. The symptoms of emotion- 
al strain are known to all physicians, and the 
surgeon faces them as they appear in the pre- 
operative, the operative, or in the postoperative 
periods. 


From Myers Clinic, Coal Valley, Ill. 
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Surgical Patients 


Prior to the operation, the patient exhibits 
apprehension, restlessness, sleeplessness, anxiety, 
and depression or paranoid ideas. He may be- 
come uncooperative or refuse some procedures 
outright. During the operative period the 
anesthesia poses a major problem. The patient 
expresses fear of local and spinal anesthesia. 
The anxiety may reach the dimensions of panic 
and may require preoperative medication. At 
times, the anesthesia must be induced in the 
ward. 

In the postoperative period, increased rest- 
lessness and nightmares are observed. The 
patient complains of discomfort out of propor- 
tion to the performed procedure. In his anxiety 
he refuses to turn or be turned, to breath deep, 
to cough, or to ambulate. Reactive depression 
and prolonged gastrointestinal and urinary dis- 
turbances may be present. The postoperative 
management is further complicated by poor 
tolerance to injections, catheters, and gastric 
tubes. Orders concerning diet, medication, and 
smoking are frequently ignored. Corman and 
his associates have found that the preoperative 
emotional pattern and the postoperative be- 
havioral disorders cannot be coordinated sat- 
isfactorily.* Thus, the appearance, the magni- 
tude, and duration of these symptoms is un- 
predictable. 

An important implication of emotional 
trauma is the possible permanency of its symp- 
toms. In the past there was a great deal of con- 
cern about permanent psychic scarring in the 
young child, especially in the sensitive 1-5 years 
old.2* For this reason various aspects of 
emotional sequelac in the average surgical 
studied most intensively in children* but pro- 
vide no satisfying answer. — 

Transient behavioral disorders were observed 
postoperatively for several weeks to several 
months. We failed to observe any permanent 
emotional sequelae in the average surgical 
patient. In our experience, all individuals with 
excessive reations to stress of an operation have 
had signs of psychoneurosis prior to the pro- 
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cedure. These patients reacted to all stress of 
life with undue anxiety. 


Management 


The management of emotional trauma is part 
of the physician’s daily work. An understanding 
and compassionate attitude, explanation of the 
course of the disease and of the operation are 
fundamental. Assurance backed by the authority 
and integrity of the physician offers a sense of 
security. In short, a good doctor-patient rela- 
tionship solves most difficulties. For an over- 
sensitive individual, the more taxing diagnostic 
procedures, and local and spinal anesthesia 
should be omitted. An’ increased amount of 
sedatives or tranquilizers may be required. De- 
pressive reactions call for appropriate manage- 
ment. 

Children require more attention than adults, 
although the basic management is similar. 


Sleeping sickness in Africa 


In general, the territory in which eradication 
of sleeping sickness has been most nearly achieved 
is that in which some of the most severe 
and explosive epidemics took place but where 
tsetse fly control was understood and was cou- 
rageously and effectively applied. Where there 
have been no attempts at entomological control, 
heecause it was considered impossible or too diffi- 
cult and costly (in the forest zone), or where it 
was possible but not used (around Bamako), 
‘neidence of the disease has often been remark- 
bly reduced; but there has always remained a 


“oW, apparently irreducible minimum at which 


‘| was held only by vigilant application of mass 
reatment and mass prophylaxis, with the slight- 
st interruption resulting in a recrudescence. 
forris, K.R.S.: New Frontiers to Health in 
\frica, Science Sept. 9 1960. 
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Summary 


Emotional trauma is a normal response to 
disease, hospitalization, and surgery. The 
emotionally mature and stable individual easily 
absorbs this stress. 

Oversensitive patients develop clinical symp- 
toms of emotional trauma, Although these psy- 
choneurotie and behavioral disorders are tran- 
sient, they may interfere with the preoperative 
and postoperative management. 
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Suicide by digitalis 

This case was of interest, first, because of the 
use of digitalis as an agent for suicide. Although 
there have been a few isolated reports of its use 
in attempted suicide, the selection of digitalis is 
a most unusual agent for this sort of effort. It 
was unfortunate that the exact dose of digtalis 
taken could not be determined. Secondly, the 
electrocardiographic records are of interest... . 
the variability of rhythm over a short span of 
time was striking. Thirdly, this offered an at- 
tempt to review the various agents of benefit in 
severe digtalis poisoning, and finally, the hem- 
orrhagic manifestations in the mycardium are of 
special interest. Dewey W. Johnston, M.D., and 
Richard V. Price, M.D. Case Report of Suicide 
with the Use of Digitoxin. Texas J. Med. June 
1960. 


Pregnancy in the Presence of 


Extrahepatic Portal Hypertension — 


D. Fisu, Jr., M.D., AND WARREN 


N INTENSIVE SEARCH of the literature has 

failed to reveal a report of pregnancy oc- 
curing in the presence of extrahepatic portal 
hypertension. We have recently witnessed such 
a combination, the salient feature of which are 
described below. 


Case report 

M.M., a white, single female, age 17, first 
sought attention for spontaneous hematemesis in 
April, 1953. Bleeding ceased under conservative 
management. When a second episode occured 
four months later, she was transferred to another 
institution for further evaluation and treatment. 
A diagnosis of “splenic anemia” was made and 
an elective splenectomy performed, splenomegaly 
having been observed during both episodes of 
bleeding. Two months following surgery she ex- 
perienced her third bout of hematemesis, which 
was once again controlled by conservative means. 
An esophagram failed to show any evidence of 
varices. Her fourth and fifth experience with 
hematemesis followed soon thereafter. She re- 
ceived her first transesophageal vein ligation at 
this time. Ten months later she had a recurrence 
which again responded to nonsurgical treatment. 
A liver biopsy was reported normal. In June, 
1955, she was referred to still another institution 
where a portacaval shunt was attempted; but 
because the portal vein could not be found, the 
wound was closed without any definitive proce- 
dure. The diagnosis at this third institution was 
that of portal hypertention due to portal vein 
thrombosis secondary to pyelephlebitis. 

In January, 1957, the seventh bout of severe 
bleeding was unsuccessfully treated by conserva- 
tive means, thus necessitating an emergency 
“portacaval” shunt utilizing a branch of the 
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A Case Report 


Mitts, M.D., Freeport 


superior mesenteric vein for anastamosis to the 
inferior vena cava. The portal pressure at the 
time of surgery was 40 cm. of water. In about 
seven months she again bled and was controlled 
conservatively, only to return again two months 
later with still another episode of severe hema- 
temesis. An elective second transesophageal vein 
ligation was performed in November. 

Shortly before this last procedure the patient 
married and was strongly advised against preg- 
nancy because of the possibility that changes in 
the intraabdominal pressures occurring with 
pregnancy might cause recurrence of esophageal 
bleeding. However, she became pregnant in 
February, 1959. She was followed closely both 
by ourselves and the obstetrical service. Her 
pregnancy was uneventful except for a mild 
three-day episode of tarry stools during her sec- 
ond trimester that responded well to conservative 
management. She underwent an elective Caesar- 
ian section and was delivered of a normal fe- 
male child. There has been no further bleeding 
to this date, a period of 18 months since her 
last transesophageal vein ligation. 

The only pertinent points in this patient’s 
past history were 1. Empyema occurring at age 
six, details of which are unavailable. 2. Elective 
appendectomy performed at age eleven. 

Otherwise no serious illnesses were known to 
exist, and her family history was completely 
negative. 


Discussion 


A number of questions are obviously raised by 
this case, but unfortunately, few answers are 
available. What is the etiology of the portal hy- 
pertension? It seems fairly safe to say that the 
block present in this patient is extrahepatic. 
This is evidenced by the absence of liver pa- 
thology as determined by normal liver profile 
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studies, a normal liver biopsy, and also by the 
fact that no portal vein could be found by an 
experienced surgeon. This same surgeon initially 
suggested the diagnosis of portal hypertension 
secondary to old pyelephlebitis. 

This would appear to be a reasonable hypo- 
thesis, but what was the cause of the pyelephle- 
itis? The appendectomy performed in 1951 was 
uneventful, since no mention was made in the 
protocol suggesting a pyelephlebitic complica- 
‘ion. Another possibility comes to mind with 
reference to an associated pyelephlebitis second- 
ary to empyma with septicemia present in the 
patient at approximately age six. The last con- 
sideration, of course, is that of some congenital 
defect such as cavernous transformation of the 
portal vein. 

It is unfortunate that the patient’s splenec- 
iomy prevented the later use of the splenic vein 
for splenorenal shunt, particularly in view of 
ihe fact that no portal vein was found at a sub- 
sequent operation. 

This patient’s pregnancy was discussed in 
great detail with reference to the possible effect 
of pregnancy on portal pressure. We were unable 
to find any information concerning the effects 
of pregnancy or the three stages of labor on 
portal pressure. Hoffbauer, Bollman, and 


Grindlay! studied a number of factors influenc- 
ing portal pressure in dogs. They found that 
any aet which raised the intraabdominal pres- 
sure, such as defecation or vomiting, caused a 
rive in the portal pressure. The Valsalva maneu- 
\er caused a definite rise in the portal pressure. 


The new vs. the old 


James Reston, writing last year in the New 
York Times on the subject of national goals, 
neatly summarized the issue in a sentence as 
meaningful for medicine as for government. “It 
iv the ancient conflict, beyond partisan politics, 
between the pessimists and the optimists, be- 
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Adno? in writing on cirrhosis and pregnancy 
concluded that it was reasonable to expect a 
gradual rise in portal pressure system as the ab- 
dominal cavity was filled by the growth of the 
pregnancy. However, he also felt that the patient 
should be allowed to go through spontaneous 
labor and that Caesarian section should be per- 
formed by using the same criteria as for other 
obstetrical indications. 

It seemed to us, however, that with the evi- 
dence on hand concerning the fairly marked 
rise in portal pressure from the Valsalva maneu- 
ver, augmented by the associated severe strain- 
ing that accompanies the first two stages of 
labor, that this would undoubtedly contribute 
greatly to the possibility of recurrent hemateme- 
sis. Therefore, we felt it was .a lesser of two 
evils to electively terminate this patient’s preg- 
nancy via a Caesarian section. 


Summary 


1. Pregnancy occurring in the presence of extra- 
hepatie portal hypertension is described. 

2. The multiple procedures necessary to control 
her hematemesis prior to pregnancy are enumer- 
ated. 

3. The possible etiology of the portal hyperten- 
sion in this case is discussed. 
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tween those who want to concentrate on stopping 
bad things and those who want to concentrate 
on positive new programs, between those who 
still have the zest and audacity to pioneer and 
those who are weary and find it more comfort- 
able to defend the familiar. Lindsay EF. Beaton, 
M.D. A Platform for Medicine in Arizona. 
Arizona Med. Aug., 1960. 
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Suppurative Cholangitis — 


Report of a Case Treated with Corticosteroids 


IX. Ricuarp Ensrup, M.D., Norris L. Brookens, M.D., Aanp Jack C. M.D., Urbana 


I NTRAHEPATIC OBSTRUCTIVE jaundice due to 
obstruction of the finer biliary radicles may 

be classified as follows:' (1) Acute or chronic 
suppurative cholangitis secondary to ascending 
infection along the biliary tract, (2) Cholangitis 
caused by drugs such as chlorpromazine, (3) 
Primary cholangitis which may occur without 
exposure to known toxic agents and is probably 
an uncommon manifestation of infectious he- 
patitis, and (4) Growing neoplasms, xanthoma- 
tosis, and various infectious processes which 
impinge upon the smaller bile ducts. 

Suppurative cholangitis? is an inflammation 
of the bile ducts and smaller biliary radicles 
usually resulting from biliary stasis. The most 
common causes of bile duct obstruction are a 
common-duct stone and neoplasms of the gall- 
bladder, bile ducts, or head of the pancreas. 
However, biliary obstruction may occasionally 
be secondary to a chronic pancreatitis with in- 
volvement of the common bile duct. Suppurative 
cholangitis in the absence of biliary obstruction 
is extremely unusual. 

The symptoms and signs of suppurative cho- 
langitis are 

1. Jaundice with or without colicky pains. 
. Chills and irregular but marked fever. 
. A tender and usually enlarged liver. 
. Occasional splenomegaly. 
. A neutrophilic leucocytosis. 
. Bilirubin in the urine. 
. Positive blood culture. 

Complications are generalized toxemia, me- 
tastatic abscesses, hemorrhage secondary to 
prothrombin deficiency, and hepatic coma. 


Case history 
A 40 year old, white male with jaundice was 
admitted to the Carle Memorial Hospital on 
From Carle Hospital Clinic, Urbana. 


Presented at the Section on Medicine, Illinois State 
Medical Society Meeting, May 26, 1960. 


March 19, 1958. In August, 1957, he had his 
first episode of right upper quadrant pain; it 
was severe for several hours and persisted to a 
lesser degree for three days. From then until 
March, 1958, he had two other similar episodes. 

On March 7 he developed fever, chills, and 
right upper quadrant pain, which lasted three 
days. Concurrently he noted the jaundice present 
at the time of hospital admission. For about two 
weeks before he had pruritis and acholic stools. 
The physical examination, aside from the obvi- 
ous jaundice, was negative. 

The chest x-ray was normal. X-ray examina- 
tion of the esophagus, stomach, and duodenum 
were negative; colon and terminal ileum were 
negative by barium enema and proctoscopy to 
16 cm. revealed no abnormality. The hemoglobin 
was 12.2 Gm. 100 ce. and the erythrocyte count 
was 4,400,000/cu. mm. The leucocyte count was 
11,500/ cu. mm. with a neutrophilia of 70 per 
cent. The erythrocyte sedimentation rate was 
67 mm. (Westergren Method). The fasting blood 
sugar was 103 mg./ 100 cc. The alkaline phos- 
phatase was 8.5 Bodansky Units/100 ce. The 
cephalin-cholesterol flocculation test was nega- 
tive, and the thymol turbidity was 2.6 units. 
Prothrombin time was 40 per cent of normal, 
but after four days of vitamin K therapy, it was 
100 per cent. The urinalysis was negative except 
for the presence of bile in the urine. 

Since cholelithiasis and choledocholithiasis 
were suspected, the patient underwent explora- 
tory laparotomy on March 20. The stomach, 
small intestine, and colon were normal. The 
liver appeared grossly normal except for a 
jaundiced hue. The gallbladder was of normal 
size with no palpable stones. The common bile 
duct was thickened, inflamed, and dilated to 
about two and one-half times normal size. The 
thickening of the common bile duct extended 
from the hilus of the liver into a large firm 
palpable mass in the head of the pancreas. The 
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bile duct was opened, and white bile was aspi- 
rated. No calculi were detected in the common 
bile duct, and a T-tube was inserted. 

Several biopsies of the pancreas and one from 
the common bile duct showed chronic inflamma- 
tion and fibrosis. 


Postoperative course 


The patient made a good general postoperative 
recovery. However, despite the T-tube drainage 
of 900-1000 ce. of greenish bile, which started 
two days postoperatively, the jaundice persisted. 
On March 24, the total bilirubin was 14.1 
mg./100 ce., and the direct bilirubin was 6.7 
mg./100 ce. The patient was discharged from the 
hospital on March 30. 

A cholangiogram on April 26 showed a nar- 
rowed area in the common duct 3.5 cm. from the 
duodenum, but no obstruction was visualized, 
and the dye entered the duodenum. On April 26 
the total serum bilirubin was 17.0 mg./100 ce., 
and the direct reacting bilirubin was 7.8 
mg./100 ce. A second cholangiogram taken on 
July 12, 1958 was negative ; however, on July 13 
the patient had chills and fever up to 103 F. 
Tetracycline therapy was instituted so that by 
July 18 the fever and chills had subsided, and 
the patient was feeling better. 

For six months postoperatively, the patient 
remained deeply jaundiced, although the T-tube 
continued to drain bile. He felt fairly well but 


was anorexic and lost 15 pounds in weight. His ~ 


medical treatment consisted of (1) a high pro- 
tein, high carbohydrate, low fat diet; (2) 
Ketochol®, (3) Menadione® 10 mg. t.i.d., and 
(4) a multiple vitamin capsule. The bilirubin 
remained elevated with the highest peak occur- 
ing on July 19, when the total serum bilirubin 
was 21.8 mg./100 ce., and the direct bilirubin 
was 11.4 mg./100 ce. 

On September 17 a third cholangiogram re- 
vealed that the T-tube was obstructed proximally, 
and it was, therefore, removed. On the same 
date the total bilirubin was 19.6 mg./100 ce. 

On September 24 steroid therapy consisting of 
methyl prednisolone 12 mg. per day in divided 
doses was instituted. The patient was next seen 
on October 1 and showed marked subjective im- 
provement. Clinically the jaundice appeared to 
ve greatly diminished. The methyl prednisolone 
vas reduced to 6 mg. per day, and on October 15 
re was feeling well and his appetite had re- 
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turned. On this date the direct-reacting bilirubin 
was 1.5 mg./100 cc. and the total bilirubin 4.0 
mg./100 cc. The prothrombin time was 100 per 
cent. 

His clinical improvement continued. On 
November 5, total serum bilirubin was 1.4 
mg./100 cc., hemoglobin 15.2 Gm./100 cec., the 
erythrocyte sedimentation rate 14 mm., and a 
urinalysis was negative. On Jan. 12, 1959, the 
total serum bilirubin was normal—1.0 mgs./100 
ce.—and the prothrombin time was 80 per cent. 
On this date the methyl prednisolone was de- 
creased to 4 mg. per day. A bromsulfalein dye 
retention test performed on February 12 was in 
normal range, 7.5 per cent of the dye being re- 
tained at the end of 45 minutes. 

For the major portion of 1959 the medications 
used were methyl prednisolone 2 mg. per day, 
Ketochol, and a multiple vitamin preparation. 
The patient returned to work and remained in 
good health until October, when he began having 
abdominal cramps and 8 to 12 loose, explosive 
stools per day that were occasionally bloody. A 
pancreatic extract was prescribed without bene- 
fit. Diarrhea and abdominal cramps persisted, 
and the patient was hospitalized for further in- 
vestigation. The general physical examination 
was negative. The hemoglobin was 13.2 Gm./100 
ce. and the erythrocyte count 4,600,000/cu.mm. 
The leucocyte count was 14,200/cu.mm. with a 
neutrophilia of 70 per cent and an eosinophilia 
of 10 per cent. The sedimentation rate was 34 
mm. The fasting blood sugar was 88 mg./100 ce. 
and the blood urea was 26 mg./100 cc. Serum 
amylase was 41 units/100 ce. and in normal 
range. The total bilirubin was 0.6 mg./100 ce. 
The microscopic examination of a stool specimen 
was negative for ova and parasites. Proctoscopy 
to 15 em. revealed the typical mucosal changes of 
chronic ulcerative colitis, and x-rays showed that 
the descending colon and distal transverse colon 
were involved. Pancreatic calcifications were not 
seen on x-rays of the abdomen. 

The patient has had a good response to the 
medical treatment of his chronic ulcerative coli- 
tis. At the present time the medical regime con- 
sists of (1) a bland diet, (2) methylprednisolone 
16 mg./day, (3) Azulfidine® 4.0 Gm./day, and 
(4) Metamucil®, 

To this date there has been no detectable re- 
currence of his jaundice, and the patient has not 
developed a pancreatic insufficiency secondary to 
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the chronic involvement of the pancreas. From 
the history it is probable that the patient has 
been having episodes of ulcerative colitis fer ap- 
proximately 15 years. However, barium enemas 
and proctoscopies in 1948 and 1958 were re- 
ported negative. The first positive colon x-ray 
and proctoscopy were obtained in November, 
1959. 


Comment 

The conventional treatment of a suppurative 
cholangitis consists of supportive measures such 
as intravenous fluids and vitamin K, use of ap- 
propriate antibiotics, and when possible, surgical 
relief of the condition resulting in the obstruc- 
tion of the biliary tree. 

Steroid therapy in recent years has been re- 
ported effective in cholangiolitic hepatitis, which 
may be considered a variant of infectious jaun- 
dice. Overholt and Hardin* rejorted four cases 
of cholangiolitie hepatitis ocevrring among 722 
cases of infectious hepatitis. Steroid therapy em- 
ployed in these four cases resulted in a prompt 
return of appetite and well being, and after four 
days total serum bilirubin was decreased con- 
siderably. Summerskill and Jones* also re- 
corded four patients with cholangiolitis hepatitis 
who were benefited by corticosteroid therapy. 
Albot®, on the other hand, cons'dered corticotro- 
phin and steroids of little value in the usual va- 
riety of cholangiolitic hepatitis. 

In our patient, who had a suppurative cholan- 
gitis secondary to pancreatitis and common bile 
duct obstruction, the conventional measures of 
T-tube drainage, diet, vitamins, and vitamin K 
failed to produce a remission. His jaundice per- 
sisted for approximately six months, and because 
of the reports of beneficial effects of corticoster- 
oids in cholangiolitic hepatitis, a trial of methyl- 
prednisolone was deemed advisable. Within a few 
days after the institution of methylprednisolone, 
the patient’s subjective improvement was 


marked, and within three weeks his bilirubin had 
decreased 79.6 per cent. In approximately eight 
weeks’ time the serum bilirubin had returned to 
normal level. The prothrombin time remained 
normal without continued administration of vi- 
tamin K, previously necessary. A bromosulfalein 
dye retention test performed approximately five 
months after the initiation of methylpredniso- 
lone was within normal range. 


Summary 

A case of cholangitis secondary to pancreatitis 
with common bile duct obstruction is presented 
in which a marked clinical remission occurred 
after the initiation of steroid therapy. Prior to 
the institution of steroid treatment, six months of 
conventional therapy consisting of T-tube drain- 
age, diet, antibiotics, multiple vitamins (includ- 
ing vitamin K), and bile salts had failed to im- 
prove the patient’s condition. 

It was also noted that one and one-half years 
after the onset of the cholangitis, the patient de- 
veloped a chronic ulcerative colitis. It is believed 
that the cholangitis and chronic ulcerative colitis 
have no etiological relationship, but that their 
occurrence in this patient was a coincidence. 
Steroids are often used in the treatment of 
chronic ulcerative colitis, but in this patient the 
chronic ulcerative colitis began while the patient 
was receiving a small maintenance dose of meth- 
ylprednisolone. 
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People are much more alike inside than they are on the surface. —Verne Burnett 
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Pyloric Obstruction 


From a Cyst Containing Brunner’s Glands 


Frank J. Saverra, M.D., F.A.C.S., Casmmir 
M.D., Chicago 


T= DUODENUM, although the shortest portion 
of the small bowel, has the highest incidence 
of congenital stenosis and atresia per unit 
length.’ The reasons for narrowing of the bowel 
are found in embryological studies which have 
shown that during the second month of fetal 
life, the intestine is a solid cord in one phase 
of its development. Subsequently vacuolization 
and canalization usually re-establish a normal 
lumen. There is a high potential for abnormal- 
ities in the duodenum with its embryological 
connections to the stomach, pancreas, and liver, 
and because of its complex course with fixed and 
mobile portions. Fortunately the duodenum and 
its contiguous structures usually develop normal- 
ly, even the submucosal glands of Brunner. 
Occasionally, however, these glands may form 
polyps, as in the 11 day old infant reported by 
Golden,? or adenomas, as shown by Hudson and 
Ingram.* More recently McQuitty and Levy* 
have reported five benign duodenal polyps, three 
arising in Brunner’s glands and two from the 
mucosal glands. Further involvement of Brun- 
ner’s glands is recorded by Hoffman and Gray- 
zel,> who found that 10.6 per cent of all benign 
tumors of the duodenum arose from them. 
With improved reading of x-rays, a better 
understanding of duodenal lesions is apparent. 
Surgeons can develop techniques to deal with the 
problems. It is with the hope that further in- 
terest in these pathological conditions will bring 
fruitful results that the following case is pre- 
sented. 


Case Report 
A healthy boy weighing 3.9 Kg. (8 lbs., 10 


oz.) was delivered by Dr. C.W.T. at Holy Cross 
Hospital on Dee. 8, 1959. Six weeks after birth 


From the departments of surgery and pathology of 
‘loly Cross Hospital, Chicago. 
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W. Tutesa, M.D., ann J. 


the child weighed 10 lbs. and seemed to be in 
satisfactory condition. On Feb. 2, 1960, however, 
the child was taking less nourishment and occa- 
sionally vomited after feeding. Relaxing drugs 
and sedation failed to give relief, and three days 
later a mass was palpable in the pyloric region. 

X-ray studies revealed a delayed emptying 
time of the stomach, and there was marked nar- 
rowing of the distal portion of the pylorus. At 
no time during the study was the duodenum 
demonstrated. At the end of three hours a very 
smail amount of barium reached the small bowel, 
but the rest remained in the stomach. The roent- 
genologic diagnosis was congenital hypertrophic 
pylorie stenosis. 

Surgery was performed by Dr’s. C.W.T. and 
F.J.S., on Feb. 10, 1960, through a paramedian 
muscle-splitting incision in the right upper 
quadrant. The duodenum contained a_pear- 
shaped glistening tumor on its anterior aspect 
4.5 em. in diameter (Fig. 1). A horizontal inci- 
sion into the tumor released a clear mucoid 
liquid from a well defined sac. A nasogastric 
tube was easily introduced into the duodenal 
lumen after pressure from the tumor was re- 
lieved. The lining of the sac was completely 


Figure 1. Schematic representation of conditions 
found at operation illustrating: S—the dilated stom- 
ach and C—cyst compressing the duodenum at D. 
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The View Box 


Franz M.D., Chicago 


This 38 year old Negro female entered the 
hospital with the complaints of chills, cough, 
and exertional dyspnea of a few days’ dura- 
tion. 

She had had repeated bouts of respiratory 
infections during the last two years. These 
were accompanied by chills and afternoon 
temperature rises up to 102 F. She thought 
she had lost some weight. The patient was 
asymptomatic in the interva). between these 
episodes. 

The physical examination revealed a patient 
who was chronically ill, moderately emaciated, 
and in moderate respiratory distress. The 
blood pressure was 120/80; the pulse, 80 
per minute and regular; respiration, 20 per 
minute, and the temperature, 98.6 F. 

The anterior posterior diameter of the chest 
was increased, and the lungs were hyper- 
resonant to percussion. 

On auscultation fine rales were heard in 
both respiratory phases, especially at the lung 
bases, and expiratory wheezes were present 
throughout both lung fields. 


Figure 1. Admission roentgenogram. 


The heart was normal to percussion and 
auscultation. 
There was no clubbing of the fingers. 
What is your diagnosis? 
1. Empyhsema 
2. Brochiectasis 
3. Bronchitis 
4. Pulmonary cystic disease (vanishing 
lung) 


(continued on page 29) 


P yloric Obstruction (continued from page 25) 


dissected from the thinned duodenal wall. Final- 
ly the redundant tissue of the sac was excised 
and the upper and lower edges were approxi- 
mated with interrupted triple 0 chromic sutures. 
Recovery was excellent and the child was sent 
home after nine days. 

The pathologic report (Dr. G.J.R.) indi- 
cated that the specimens consisted of two tubular 
masses, one 38 mm. long and 12 in diameter and 
the second 22 mm. long and 7 to 8 in diameter. 
The lumen of each was empty, and the struc- 
tures resembled thin hyperemic membranes 0.5 
mm. thick. The outside of each mass was rough 
because of recent detachment. The histologic 
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structure of the membrane was musculofibrous 
with numerous hemorrhages. The lining was 
glandular, and the glands were imbedded in 
fibrous elements and lacked a tunica propria. 
The glands were typical of the Brunner variety 
and were filled in varying degrees with secretion. 
The pathologic diagnosis was benign cyst of 
the duodenum with contained Brunner’s glands. 
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MEDICINE IN THE OVT-OF-DOORS 


ICE 


Julius M. Kowalski, M.D., Princeton 


4 LL THE MISHAPS of summertime recreation- 
~~ al pursuits upon lakes and rivers are com- 
»ounded when these bodies become ice covered. 
‘he desperation of rescue crews trying to re- 
cover a person from beneath the ice is im- 
n.ediately apparent to any witness to such a 
tragedy. Forethought, basic knowledge of ice 
conditions, and common sense exercised by 
skaters, ice fisherman, and other winter en- 
thusiasts would reduce this needless hardship. 

As cold weather advances, bays and quiet 
areas of lakes freeze over first and their centers 
generally are covered last. These events are con- 
trolled by wind action and water density. In 
order to freeze over, all the water of a lake must 
reach 39 degrees, its greatest density, and as 
its temperature drops to 32 degrees, the colder 
water becomes lighter and stratifies at the sur- 
face. Were it not for this phenomena, ponds 
and lakes would freeze from the bottom upward 
becoming solid ice sheets from top to bottom, 
and much of our aquatic life as we know it 
would be nonexistent. 

Clear ice results when the freezing is slow on 
a calm night; suspended particles have had 
time to settle. The surface is usually glassy 
smooth. Opaque (gray) ice forms when minute 
air bubbles are at the surface from wind action 
or when snow is falling at the time of freezing. 
The clear ice becomes opaque from subsequent 
snows. The weight-carrying capacity of either 
type of ice, for all practical purposes, is the 
same. 

Thermal energy exchanges between the ice and 
ambient air, wind pressure, rise and fall of 
water levels, solar radiation during the day and 
radiation cooling at night-—these factors are 
responsible for leads (cracks) developing in the 
ice and the accompanying cannon-like booming. 
For some, these audible changes in ice sheets 
hald a peculiar fascination. This does not in- 
dicate unsafe ice, for it occurs in the Arctic 
pac: which is ten or more feet thick. 
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Ice thickens as sub-freezing weather con- 
tinues, provided the sheet is not covered by 
snow. Trapped air spaces in snow make it a 
good insulator; and if its depth is a foot or 
more, very little thickness is added to the ice 
below. A week of sub-zero weather need not 
necessarily mean that ice is safe if it has been 
blanketed to an appreciable depth. 

With increasing sunlight hours of late winter, 
the crystalline structure of ice changes. (The 
“twinning” of this hexagonal crystalline sys- 
tem gives rise to the picturesque leafy designs 
on frosted window panes.) Before break-up, 
long perpendicular shafts appear in the ice like 
bundles of pencils, and it becomes honey- 
combed or “rotten.” It is treacherous. Where 
one had trod with assurance for weeks, a man’s 
body now can drop suddenly through the ice 
without as much as a crack for a warning. 


Safety on ice 


To assure safety on ice as found here in the 
Midwest, be mindful of the following: Never 
venture on recent ice alone. The time-honored 
Boy Scout “buddy system” is a must. Hach 
should carry an 8 to 10 foot pole or length of 
rope. Breaking through in shallow water is no 
more than a hair-raising, uncomfortable experi- 
ence, but over deep water and alone it can turn 
into disaster. 

Test the ice. Chop a hole in it and measure. 
A minimum thickness of four inches is neces- 
sary to support a man. If only this minimum 
requirement is met, don’t concentrate the weight 
of several persons in a small area, but spread 
out. Because a number of people are on the ice 
on the far side of a lake, don’t assume that ice 
beneath you is equally solid. The ice on that 
side might have been thickening for a week or 
longer because of a wind protecting bluff, penin- 
sula, or bay. 

Give wide berth to projecting rocks, stumps, 
logs, and piling. Ice tends to be thinner near 
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obstructions because of its constant expansion 
and contraction about them, and also because 
of their heat absorbing qualities on sunny days. 

Avoid rivers and channels. Except for the 
northern tier of states, the weather is seldom 
cold enough for a prolonged time to make this 
ice safe. Currents are continually eroding the 
under-surface of the ice, water levels fluctuate 
frequently, and warmer water arising from 
springs enters streams and rivers which makes 
for ice of uneven thickness. For the same reason, 
stream inlets and outlets at lake junctions are 
hazardous. 

A heavy snowfall shortly after freeze-up can 
be a trap. Test for the minimum four inch 
thickness frequently. Be wary of ice far from 
shore until all the land be locked in winter’s 
fastness. Wind and wave action and turn-over 
of water density in deep water raay have delayed 
safe ice thickening there by « week or more. 

Some stomp where angels fear to tread. That’s 
why cars are driven onto frozen lakes. A mini- 
mum thickness of two feet is necessary to sup- 
port a car, and even then one can hit a thin spot. 
Trucks and “cat trains” transport heavy, bulky 
supplies over frozen lakes to lodges for the com- 
ing summer in the northern states and Canada, 
but there the ice is three feet or more. 


The breakthrough 


But should the most dreaded of ice experiences 
befall one, what then? Remember that the air 


Most business problems require common sense 


locked in typical bulky winter clothing will buoy 
up a person in water for several minutes at the 
least. The victim breaking through the ice will 
not plummet to the bottom like a rock. Kicking 
the legs, as in any of the conventional swimming 
styles, will bring him to the surface and the arms 
should be stretched over the ice ledge. More 
vigorous kicking while pulling with spread out 
arms, as one does in the breast stroke, will ease 
one onto unbroken ice. Do not attempt to stand 
up yet! This only concentrates the weight on 
thin ice and another break-through may follow. 
Continue to ease yourself in spread-eagle fashior 
over the ice and in the direction you have jusi 
traversed for at least ten feet before attempting 
to stand. Here is where the long pole becomes 
a life saver. When it is placed across the break- 
through hole, the trunk of the body should be 
worked up over the pole, and it should be kept 
under the body as one makes his way to firm 
ice, thus distributing the weight. If a second 
person is present, he should lie flat upon the 
ice, hold on to one end of the pole, and after 
the victim has a firm grasp on the other end, 


slowly pull him upon the ice. The length of rope § 


is used in like manner. Don’t stand up until firm 
ice is reached. 

This information and the several suggestions 
will be helpful to all winter sports-minded in- 
dividuals and contribute to their welfare. 

May you keep your feet warm and your 
matches dry. 


rather than legal reference. They require good 
judgment and honesty of purpose rather than 


reference to the courts.—Edward N. Hurley 


Think of your own faults the first part of the 


night when you are awake, and of the faults of 
others the latter part of the night when you are 


asleep.—Chinese Proverb 
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The View Box 


—diagnosis and discussion (continued from page 26) 


The heart was normal in size and configura- 
ion, The lung fields were hyper-radiolucent and 
nowed bilateral basilar and perihilar cystic 
eas having the appearance of saccular bron- 
hiectases, best seen on the cut-out taken from 
‘he right lower lung field (Fig. 2). 


Figure 2. Cut-out from right lower lung field. 


‘These cystic areas when seen on the plain chest 
roentgenogram are highly suggestive of bronchi- 
ectasis. The bronchogram made after admission 
revealed the pathognomonic “bunch of grapes” 
appearance of saccular bronchiectasis (Fig. 3). 

Pulmonary function studies revealed a de- 
creased maximum breathing capacity of 43 per 
cent and considerably prolonged time vital capac- 
ity. These findings were interpreted as com- 
patible with severe obstructive ventilatory in- 
su! icieney, and suggestive of emphysema, ob- 
str ction of the large bronchi, or both. 

Vancreatic enzymes from the 
shoved normal values. 

etiology of bronchiectasis: 


duodenum 
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A. Congenital: Mucoviscoidosis (abnormal sweat 
electrolytes and abnormal pancreatic enzymes). 
Kartagener’s syndrome with dextrocardia and 
sinusitis. 

B. Acquired: Postpneumonia (acute or chronic). 
Obstruction due to foreign bodies, tumors, or 
hilar nodes. 

Clinical findings: Bronchorrhea, hemoptysis, re- 
current bouts of respiratory infection, and 
systemic symptoms such as retardation of 
growth, weakness, loss of appetite, shortness 
of breath, mild anemia, and metastatic sa 
scesses. 

Therapy : Surgical resection when localized to one 
lung segment or lobe. 

When generalized, the patient was mee 
conservatively with postural drainage, bron- 
chial dilatators, and antibiotics. 


Figure 3. Bronchogram. 
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Clinical Evaluation of a 


Diiodohydroxyquin Suspension 


For Seborrheic Dermatitis 


W. N. M.D., Chicago 


HALOGENATED quinoline derivatives have 
been used extensively in dermatologic ther- 
apy. All members of this group of drugs used 
locally seem to have some antibacterial, anti- 
fungal, antieczematous, and antiseborrheic qual- 
ities. 

In recent years, dichlorohydroxyquinaldine 
(Sterosan®) and _ chloriodohydroxyquinoline 
(Vioform®) have been used more commonly for 
topical therapy than other derivatives, primarily 
in local treatment of eczematous and pyogenic 
conditions. They usually are prepared as oint- 
ments, creams, or lotions and frequently are 
compounded with various other ingredients, such 
as hydrocortisone, tars, urea, antibiotics, and 
salicylic acid. 

‘In preliminary screening trials with the quino- 
line derivatives for their antiseborrheic effects 
~— particularly in paired comparison evaluations 
with various selenium compounds — diiodohy- 
droxyquin U.S.P. appeared to be the most de- 
sirable. Three to five per cent diiodohydroxyquin 
creams and ointments have been used effectively 
for seborrheic dermatitis for many years, al- 
though only a few papers have referred to this 
specific use.*? Toxic effects resulting from per- 
cutaneous absorption have not been reported. 
The index of sensitization seems quite low. 

Because fairly good results can be expected 
with the use of diiodohydroxyquin locally for 
glabrous seborrheic dermatitis, it seemed reason- 
able to try the drug suspended in a detergent 
for use as a shampoo. 


Associate, department of dermatology, Northwestern 
University Medical School. 

Materials for this study were supplied by Abbott 
Laboratories. 
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Materials and procedures 


A 10 per cent suspension of diiodohydroxyquin 
in a shampoo having approximately the follow- 
ing composition : 


Diiodohydroxyquin ............... 10% 
Glyceryl Monoricinoleate .......... 1% 


The procedures of the clinical studies carried J 


out some years ago to determine the efficacy of 
selenium disulfide used in a shampoo were used 
as the guide for the present project.* 

For the purpose of a more meaningful clini- 
cal study the patients were classified into the 
three groups on the basis of the criteria indi- 
cated : 

(1) Moderately Severe — Primary involve- 
ment of the scalp in which the amount of scaling, 
erythema, seborrhea, and subjective sensations 
could be reduced but not controlled completely 
with a shampoo of ordinary detergents employed 
twice weekly. 

(2) Severe — Involvement of the entire scalp, 
marked objective and subjective symptoms, The 
condition is unchanged by any amount of sham- 
pooing with common detergents. 

(3) Scalp and Glabrous Skin Involvement 
— Patients who exhibit varying amounts of 
seborrheic dermatitis of the scalp with con- 
comitant seborrheic lesions elsewhere on the 
body. 

Directions for shampooing were given as ful- 
lows: 

1. Wet head thoroughly with warm wate’. 
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2. Apply 1 to 2 teaspoons of shampoo and 
work into scalp until lather is obtained. 

3. Rinse, and repeat process. 

4, Allow shampoo to remain in contact 
with scalp for a minimum of five min- 
utes. 

5. Rinse scalp thoroughly. 

6. Repeat shampoo every five to seven days. 

Control Procedure — A separate group of 
.ontrol subjects was not used. The multiplicity 
« factors influencing the course of disease in 
wy one subject, the capriciousness of the disease, 
wid the improbability of exactly matching pa- 
ients with similar cutaneous disease makes a 
control group of little value. (Results based on 
sich a group easily could be misleading.) In- 
sivad, each patient was evaluated carefully with 
close attention given to past history in respect 
to duration, involvement, variations in the 
course, and response to all treatments. 


Observations 


The diiodohydroxyquin preparation was em- 
ployed as a shampoo by nearly 350 patients with 
seborrheic dermatitis of the scalp of varying 
severity. Of these patients, 151 were observed 
closely for periods ranging from three months 
to two years thus permitting some preliminary 
conclusions regarding therapeutic value. 

An attempt was made to see each patient at 
iwo-week intervals, but, unfortunately, this was 
possible in only one third (50) of the cases. 
However, no patient was included among the 
charted subjects who was not observed at least 
on two occasions after beginning the use of the 
experimental shampoo. 

During the test period, clinical observations 
were made of each subject and interpreted in 
the following terms, according to more or less 
arbitrary criteria: 


(1) Complete control: Absence of subjective 
complaints and disappearance of all desquama- 
tion and erythema. 

(2) Moderate improvement: No subjective 
complaints, such as itching and burning, but 
some existing evidence of the disease. 

(3) Mild improvement. 

(4) No charge. 

(5) Defimte Extension of the disease. — 

(6) Irritation: Evidence by eczematization 
of the involved areas without definite extension 
of the primary disease process. 


Results 


Generally, the patients with the mildest erup- 
tions were the most responsive to treatment, al- 
though prompt improvement in severe eruptions 
was observed often. 

Of the 151 patients observed for a minimum 
of three months, 46.3 per cent were completely 
controlled, 45.7 per cent were improved, and 8 
per cent remained unchanged or slightly im- 
proved. All patients in the moderately severe 
group were completely controlled or improved. 
(Table 1.) 

The least improved were patients in group 3, 
persons with both scalp and glabrous involve- 
ment. Only 26 per cent of these patients were 
completely controlled, but an additional 62 per 
cent were significantly improved. 

The observation of some of the patients for 
longer periods of time — one to two years — 
gave impression of the rate of recurrence after 
the experimental shampoo was discontinued. 
The patients with severe involvement usually ex- 
perienced a slow recurrence of the seborrheic 
dermatitis two to eight weeks after the discon- 
tinuance of the diiodohydroxyquin preparation. 

Of all the patients included in the study there 
were 33 who had been using Selsun® previously 


TABLE 1. SummMary oF Resutts OBTAINED IN THE THERAPY OF SEBORRHEIC DERMATITIS BY THE USE OF THE 
EXPERIMENTAL SHAMPOO. 


No. Complete 
of Control 


Moderately 
Improved 


Slightly 
Improved 


Extention 


Irritation No Change 


Group Classification Patients No. % 


No. % No. % No % No. % 


Moderately Severe 31 21 68 
Severe 78 38 49 
Scalp & Glabrous Skin 42 11 26 


32 0 0 


Total 151 70 46.3 


0 

42 4 5 0 
3 7 0 
7 47 0 
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II 33 0 3 4 
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TABLE 2. SumMARY OF THE OPINIONS OF THE Pa- 
TIENTS WHo Usep Botrtt SELSUN AND THE 
EXPERIMENTAL SHAMPOO. 


No. of Superior Inferior Equal 
Patients To Selsun To Selsun Value No Value 
33 15 4 13 1 


(Table 2). Fifteen of them stated that the 
diiodohydroxyquin shampoo was superior to Sel- 
sun, 13 found the shampoos of equal value, and 
one patient reported neither preparation of any 
value. Four patients preferred Selsun. 

Six of this group felt that the experimental 
shampoo resulted in less oiliness than Selsun. 
Four patients reported that both Selsun and the 
diiodohydroxyquin shampoo made their hair 
excessively oily. Two patients with graying hair 
complained of the staining quality of both of the 
shampoos. 


Comments 


Clinical experience with the diiodohydroxyquin 
shampoo indicates that its antiseborrheic quali- 
ties are on par with selenium shampoos. 

Experience also indicates that it is superior 
to the selenium-containing shampoos in several 
ways, all of great importance to the patient. 
First, the diiodohydroxyquin shampoo appears 


Medical practice 


The physicians in New Zealand are happy 
with the system which permits free chvice of 
physician. The government pays a basic fee for 
each patient and permits the physician to charge 
an additional fee for the patients who can afford 
such fee. The practitioners throughout New Zea- 
land io not participate in the care of patients 
referred to the government hospital. The pa- 
tients are cared for by the hospital staff and are 
then returned with a report to the practicing 
physician. The physician does visit his patient 
in the hospital, but he carries no responsibility 
in that patient’s management. 


32 


to be non-toxic; second, it is less staining, anc, 
third, its use results in less oiliness. In add- 
tion, diiodohydroxyquin is a U.S.P. drug and °s 
generally available to the physician as a powde-. 
Therefore, it should be substantially less costly 
to the patient than the selenium-containing pre))- 
arations. The physician can compound the drug 
in any concentration and in any vehicle desire‘, 


Summary 


A shampoo containing 10 per cent diiodo- 
hydroxyquin was used as a therapeutic agent for 
seborrheic dermatitis of the scalp. A group of 
151 patients was observed for periods ranging 
from three months to two years. In 92 per cent 
of this group, use of the experimental shampoo 


resulted in significant improvement or complete dame 


control of the disease. Use of the shampoo did hy 
not effect a cure, however, for in most instances MM ini:re: 
the seborrheic dermatitis returned when patients H¥be coy 
discontinued the treatment. has be 
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in New Zealand 


In addition to the four large government hos- 
pitals in the major cities, there are smaller hos 
pitals operated by the government throughout 
New Zealand. Physicians in these areas are pail 
by the government to direct and participate in 
the care of patients in these smaller hospital. 
No teaching is done in the smaller hospitals. Ai 
program of continuing graduate medical educa- 
tion is carried out for all physicians in the four 
major government hospitals. Medicine and Midi 
cal Affairs in Other Countries, Medicine in Aus 
tralasia. George C. Griffith, F.A.C.P. Bull. .\m. 
Coll. Physicians, November-December, 1960. 
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MEDICAL ECONOMICS 


Should Physicians Be Covered 


Under Social Security? 


Wacter L. OBLINGER, General Counsel 


Physicians of Illinois have indicated renewed 
int-rest in the question of whether they should 
be covered under social security. This interest 
has been aroused by a recently conducted poll of 
Illinois physicians by an organization calling 
itself the Honest Ballot Association. According 
to slatisties released by this organization, of 12,- 
000 Illinois physicians polled by postcard, 4,967 


manswered ; 3,964 voted yes and 1,962 voted no to 


the question, “Should physicians be included in 
the Federal social security program?” This poll 
was not authorized by the Illinois State Medical 
Society. It was conducted at the instance of the 
Physicians Forum, an organization which has 
among its purposes the compulsory inclusion of 
jhysicians under social security. Experience with 
olls indicates that the form of the question is 
highly important. For example, it is doubtful 
hat results would have been the same had the 
juestion been phrased, “Should physicians be in- 
‘luded under the Federal social security program 
ma compulsory basis?” 

When the question of whether lawyers and 
entists should be covered under the social se- 
urity system arose several years ago, both of 
hese professions were polled. I personally recall 
hree of the questions asked of lawyers: (1) “Do 
ou favor coverage under social security on a 


me-ompulsory basis?” (2) “Do you favor coverage 


der social security on a voluntary basis?” (3) 
‘Are you opposed to social security coverage ?” 
‘om materials explanatory in nature were en- 
‘lose with the questions. 

I | ave no criticism of the questions or the way 
he }oll was conducted. I remember discussing 
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the matter with other members of the bar at the 
time and that it was the consensus that, while we 
were opposed to social security coverage on a 
compulsory basis, we did not want to exclude 
other lawyers from social security coverage on a 
voluntary basis if they wanted it. So the ma- 
jority of the lawyers in Illinois voted in favor of 
voluntary coverage. The vote against compulsory 
coverage was overwhelming. However, when the 
matter was presented to the House Ways and 
Means Committee, the vote was interpreted as a 
vote in favor of the principle of social security, 
and the committee thereupon decided on the 
basis of this poll that the lawyers wanted it and 
hence voted them in on a compulsory basis. The 
same thing, I am told, happened to the dentists. 

I doubt that lawyers would have voted for vol- 
untary coverage if they knew or thought Con- 
gress would interpret their action as it did. You 
can understand my basic distrust of polls. 


Coverage for older physicians 


No poll should be taken unless the person 
polled has had an opportunity to listen to argu- 
ments pro and con. Most physicians who have 
attended such forums as the House of Delegates 
and reference committees of the American Medi- 
cal Association are soon convinced that they 
want no part of social security. I believe that 
printed information accompanying such polls do 
not answer all of the questions in the physician’s 
mind and generally tend to confuse rather than 
inform. Then, too, I question whether physicians 
generally have the time to read and inform 
themselves fully on such questions. 
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TABLE 2. SumMArRY OF THE OPINIONS OF THE Pa- 
TIENTS WuHo Usep Boru SELSUN AND THE 
EXPERIMENTAL SHAMPOO. 


No. of Superior Inferior Equal 
Patients To Selsun To Selsun Value No Value 
33 15 4 13 1 


(Table 2). Fifteen of them stated that the 
diiodohydroxyquin shampoo was superior to Sel- 
sun, 13 found the shampoos of equal value, and 
one patient reported neither preparation of any 
value. Four patients preferred Selsun. 

Six of this group felt that the experimental 
shampoo resulted in less oiliness than Selsun. 
Four patients reported that both Selsun and the 
diiodohydroxyquin shampoo made their hair 
excessively oily. Two patients with graying hair 
complained of the staining quality of both of the 
shampoos. 


Comments 


Clinical experience with the diiodohydroxyquin 
shampoo indicates that its antiseborrheic quali- 
ties are on par with selenium shampoos. 

Experience also indicates that it is superior 
to the selenium-containing shampoos in several 
ways, all of great importance to the patient. 
First, the diiodohydroxyquin shampoo appears 


Medical practice 


The physicians in New Zealand are happy 
with the system which permits free choice of 
physician. The government pays a basic fee for 
each patient and permits the physician to charge 
an additional fee for the patients who can afford 
such fee. The practitioners throughout New Zea- 
land do not participate in the care of patients 
referred to the government hospital. The pa- 
tients are cared for by the hospital staff and are 
then returned with a report to the practicing 
physician. The physician does visit his patient 
in the hospital, but he carries no responsibility 
in that patient’s management. 
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to be non-toxic; second, it is less staining, and, 
third, its use results in less oiliness. In addi- 
tion, diiodohydroxyquin is a U.S.P. drug and is 
generally available to the physician as a powder. 
Therefore, it should be substantially less costly 
to the patient than the selenium-containing prep- 
arations. The physician can compound the drug 
in any concentration and in any vehicle desired. 


Summary 


A shampoo containing 10 per cent diiodo- 
hydroxyquin was used as a therapeutic agent for 
seborrheic dermatitis of the scalp. A group of 
151 patients was observed for periods ranging 
from three months to two years. In 92 per cent 
of this group, use of the experimental shampoo 
resulted in significant improvement or complete 
control of the disease. Use of the shampoo did 
not effect a cure, however, for in most instances 
the seborrheic dermatitis returned when patients 
discontinued the treatment. 
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in New Zealand 


In addition to the four large government hos- 
pitals in the major cities, there are smaller hos- 
pitals operated by the government throughou‘ 
New Zealand. Physicians in these areas are paic 
by the government to direct and participate in: 
the care of patients in these smaller hospitals. 
No teaching is done in the smaller hospitals. A 
program of continuing graduate medical educa 
tion is carried out for all physicians in the fou: 
major government hospitals. Medicine and Medi- 
cal Affairs in Other Countries, Medicine in Aus- 
tralasia. George C. Griffith, F.A.C.P. Bull. Am. 
Coll. Physicians, November-December, 1960. 
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MEDICAL ECONOMICS 


Should Physicians Be 


\WaLter L. OBLINGER, General Counsel 


Physicians of Illinois have indicated renewed 
interest in the question of whether they should 
he covered under social security. This interest 
has been aroused by a recently conducted poll of 
\llmois physicians by an organization calling 
itself the Honest Ballot Association. According 
to statistics released by this organization, of 12,- 
000 Illinois physicians polled by postcard, 4,967 
answered ; 3,964 voted yes and 1,962 voted no to 
the question, “Should physicians be included in 
the Federal social security program?” This poll 
was not authorized by the Illinois State Medical 
Society. It was conducted at the instance of the 
Physicians Forum, an organization which has 
among its purposes the compulsory inclusion of 
physicians under social security. Experience with 
polls indicates that the form of the question is 
highly important. For example, it is doubtful 
that results would have been the same had the 
question been phrased, “Should physicians be in- 
cluded under the Federal social security program 
on a compulsory basis?” 

When the question of whether lawyers and 
dentists should be covered under the social se- 
curity system arose several years ago, both of 
these professions were polled. I personally recall 
three of the questions asked of lawyers: (1) “Do 
you favor coverage under social security on a 
compulsory basis?” (2) “Do you favor coverage 
under social security on a voluntary basis?” (3) 
“\re you opposed to social security coverage?” 
Some materials explanatory in nature were en- 
closed with the questions. 

I have no criticism of the questions or the way 
the poll was conducted. I remember discussing 


fer January, 1961 


Jnder Social Security? 


Covered 


the matter with other members of the bar at the 
time and that it was the consensus that, while we 
were opposed to social security coverage on a 
compulsory basis, we did not want to exclude 
other lawyers from social security coverage on a 
voluntary basis if they wanted it. So the ma- 
jority of the lawyers in Illinois voted in favor of 
voluntary coverage. The vote against compulsory 
coverage was overwhelming. However, when the 
matter was presented to the House Ways and 
Means Committee, the vote was interpreted as a 
vote in favor of the principle of social security, 
and the committee thereupon decided on the 
basis of this poll that the lawyers wanted it and 
hence voted them in on a compulsory basis. The 
same thing, I am told, happened to the dentists. 

I doubt that lawyers would have voted for vol- 
untary coverage if they knew or thought Con- 
gress would interpret their action as it did. You 
can understand my basic distrust of polls. 


Coverage for older physicians 


No poll should be taken unless the person 
polled has had an opportunity to listen to argu- 
ments pro and con. Most physicians who have 
attended such forums as the House of Delegates 
and reference committees of the American Medi- 
cal Association are soon convinced that they 
want no part of social security. I believe that 
printed information accompanying such polls do 
not answer all of the questions in the physician’s 
mind and generally tend to confuse rather than 
inform. Then, too, I question whether physicians 
generally have the time to read and inform 
themselves fully on such questions. 
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Insofar as social security coverage of any pro- 
fessional man is concerned, there are several 
things to bear in mind. It is true that those men 
approaching retirement age will, on the average, 
receive more from social security than they will 
put into it—if they retire. However, studies 
made by the American Medical Association and 
others substantiate the fact that since profes- 
sional men become more valuable as they grow 
older and gain experience, they remain active 
much longer. The considerations which prompted 
social security do not obtain for most profes- 
sional people. How many physicians and lawyers 
do you know who are in need at age 65? For 
physicians the Illinois State Medical Society has 
a benevolence fund, into which members pay $2 
per year. In cases of need, financial assistance 
will be given physicians or their families. 


For the younger man 


For men just entering the working force, ac- 
tuarial studies’ disclose some rather sobering 
facts. Mr. Peterson’s study, based upon the social 
security amendments of 1956, discloses that a 
new entrant coming under social security and 
his employer are paying $1.69 for every dollar 
the employee can reasonably expect to receive 
from the system. The self-employed person can 
expect to pay $1.25 for every dollar of benefits. 
Furthermore, benefits were increased in 1958 
and again in 1960; therefore, those persons eli- 
gible for present benefits got more benefits for 
which they made no contribution. The cost of 
these benefits was passed on to the younger gen- 
eration in the form of a graduated tax. This 
means that social security will become less of a 
bargain for new entrants of the future. Certainly 
this is no bargain for the younger physician. 

There is another factor also. As the A.M.A. 
News of June 13, 1960, points out, the average 
physician retires at age 69 after working 40 
years. Self-employed persons paying 414 per 
cent of the first $4,800 earned (present rate) or 
$216 would pay $35,332.31 into the fund if in- 
terest is compounded at 6 per cent. Upon retire- 
ment, under his own private annuity program, 
the physician could expect to receive an income 
of $2,110.94 a year or $176.66 a month without 
touching the principal. The social security sys- 
tem pays only $116 a month maximum. In addi- 
tion, the individual, under his own program, 
would control the fund; he could vary payments, 
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change investments, or decide in a hardship year 
not to make any contribution at all, and the 
principal would be his and would come back to 
him or to his estate. 

We have had inquiries from younger physi- 
cians who complain that they cannot get under 
social security and accordingly their families are 
being denied protection. We tell these physicians 
that they can purchase private insurance much 
cheaper than the government can provide it to 
them through this system. If they need broad 
coverage, they should consult with their insur- 
ance agents and find out what kind of coverage 
can be bought for $216 a year. And by 1969 they 
can buy more, for the social security rate is 
slated to increase for self-employed persons from 
41% per cent to 634 per cent of taxable wages 
($4,800) or $323 by 1969. 

Social security is not insurance. It has been 
sold to the country as a system whereby the gov- 
ernment will collect premiums from the worker 
during his productive years to be held in a trust 
fund to be paid back to him upon retirement at 
age 65. Nothing could be further from the truth. 
There is no trust fund in the actuarial sense. 
Furthermore, 92.5 cents out of every dollar col- 
lected by the social security system is paid out in 
the form of present benefits to those persons now 
over age 65, or to those who have qualified for 
benefits in some other way. Only 7.5 cents out of 
every dollar goes into the so-called trust fund, 
and these funds are used primarily for the pur- 
pose of meeting variations in revenue from dips 
in employment. From the actuarial point of 
view, approximately $300 billion is needed in the 
trust fund to provide income to take care of ap- 
proximately 40 per cent of the benefits as they 
accrue. At the present time, the contingent lia- 
bility of the social security system exceeds the 
national debt of some $380 billion, and the ac- 
cumulated trust fund under social security 
amounts to but $22 billion. No wonder the Phy- 
sicians Forum and others want to get the physi- 
cians included under social security. They need 
the favorable experience they would get from the 
profession. 

In discussing this matter with me the other 
day, a congressman admitted that members 0: 
Congress are fully aware of this problem. I con- 
fidently predict that the social security systeni 
will rumble to a halt within the next ten years 
or so, at which time the system will have to be 
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completely overhauled, new realistic tax rates 
adopted, and some portion of the revenue of so- 
cial security provided out of general revenues. 
Physicians should not participate in such an un- 
sound “insurance” program. 

But the worst is yet to come. The socialists 
vho borrowed this system from socialistic pro- 
grams on the European continent were so intent 
vpon getting the system started and sold to the 
American public that they used a variation of 
tie old “come-on.” They kept the rates at an un- 
valistie low figure, provided for full retirement 
tenefits for persons who had not paid for them, 
and passed on the cost to coming generations 
through a system of gradually increasing rates. 
‘This system of mortgaging the future of our 
children and grand-children is morally repre- 
hensible, and for this reason alone physicians 
should have no part of it. In 1959? social se- 
curity contributions of $9,612 million amounted 
io about 43 per cent of estimated personal say- 
ings of $22,000 million. If the 1969 contribution 
rate of 9 per cent were in effect in 1959, social 
security taxes estimated at $17,300 million 
would be 78 per cent of personal savings of $22,- 
000 million. 


Flu or food infection 


Most physicians are aware that much of the 
illness popularly referred to as summer flu, 
stomach flu or. intestinal flu is, in fact, food in- 
fection or food intoxication caused by faulty 
food handling practices either at home or in 
a public establishment. Families have learned to 
accept an occasional gastrointestinal upset as 
something that is “going around” and that will 
p#ss in a day or two. For this reason, relatively 
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What Congress has done is to effectively reach 
down into the pockets of the working man of this 
country, and for a doubtful welfare-state pur- 
pose, has effectively decided for him how his 
money shall be spent. This process of deciding 
for the individual, what is good for him, and the 
taking away of his right to spend or control his 
earnings, will continue and get worse. As social 
security is a political plaything, we can expect 
every two years that some further liberalization 
of the program will take place for which the 
taxes will be raised in years to come. When the 
government takes away the individual’s right to 
make decisions for himself, whether these deci- 
sions be right or wrong, it takes away his free- 
dom. What a price to pay for security! We 
should rephrase the question from “Should phy- 
sicians be covered under social security?” to 
“Should physicians sell out the heritage of our 
children for a mere $116 a month!” 
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few of such cases are treated by physicians or 
come to the attention of health officials. It is 
usually only when a large number of people are 
afflicted at once, as a result of eating a meal 
together, that any publicity is given to the 
episode. This is the reason that church or com- 
munity dinners are so often incriminated while, 
as a matter of fact, many more cases occur in- 
dependently from eating at a public restaurant. 
F. L. Woodward. Food and Restaurant Sanita- 
tion Control. Minnesota Med. June 1960. 
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Influences on the Rate of 
Growth of Expenditures 
For Voluntary Health Insurance 


Water Potner, Pu.D., Madison, Wis. 


Me improvements in the health of the 

people of the United States can be noted 
by any measure used. There is now lower infant 
mortality, lower maternal mortality, and longer 
life expectancy than in 1900 (Figure 1). Great 
advances have been made in the last two decades 
in uncovering the mystery of many diseases. 
These rapid and momentous contributions to the 
hody of medical knowledge, and publication of 
the results of research, reflect the efforts that 
have been made to make modern medical benefits 
more readily accessible to a larger proportion of 
the population. 

The more people seek to benefit from im- 
proved medical care standards, the greater the 
extent to which they will utilize the services of 
physician and hospital. The more these services 
are utilized, the greater the expenditure to whom- 
ever pays for medical care. Recent advances in 
the knowledge of medicine have contributed 
greatly to the expenditures for medical care. In 
turn, this increased expenditure has led to an 
enormous growth in the use of voluntary health 
insurance to pay for medical care since the end 
of World War II. In 1940, less than 10 per cent 
of the population of the United States had in- 
surance to pay for hospitals bills. By 1958, 71 
per cent, or over 123 million persons, had this 
type of coverage. 

Much of this growth in voluntary health in- 
surance has been due to group enrollment of per- 
sons at their place of employment. Because em- 
ployers contribute toward the payment of this 
insurance, this growth also has meant a rise in 
the cost of labor to the firm. It is estimated that 
in 1954, employers contributed $652 million and 
in 1955, about $840 million, to pay for medical, 
surgical, and hospital benefits of their employees. 


Formerly research associate, economic research de- 
partment, American Medical Association. 
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Figure 1. A comparison of percentage distribution 
of deaths by age in the United States 1900-1955 
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Source: Adapted from data in Statistical Bulletin, 
Vol. 39, Aug. 58, Metropolitan Life Insurance Co. 


Today it has been estimated that employer ex- 
penditures have reached over $1 billion. 

Many firms are concerned with the limits to 
over-all expenditures for these fringe benefits be- 
cause of the rate of increase of these expendi- 
tures. Economics has long been known as “the 
dismal science” because it set itself the task, in 
the 19th century, of explaining to well meaning 
people that the world was too poor a place to 
permit them to accomplish all of their objectives 
without the development of certain complicating 
situations. The probability that industrial firms 
will experience a decline in expenditures for med- 
ical and hospital services for their employees in 
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Figure 2. Personal consumption expenditures in 1950 and 1957 as a percentage of expendi- 
tures in 1946 for all goods and services, durable goods, nondurable goods, services, and 
medical care 


1946= 100% 


Per cent 


All Goods = 
and Services 


- 

- - 
- Nondurable 
Goods 


Source: U.S. Department of Commerce 


Figure 2a. Personal consumption expenditures for all goods and services, durable goods, 
nondurable goods, services, and medical care, 1950 and 1957, and 1957 expenditures as a 
percentage of 1950 expenditures 


Expenditures in millions 1957 Expenditures 


1950 1957 as % of 1950 
All Goods and Services (1) $195,013 $284,442 145.9% 
Durable Goods (2): 30,351 39,926 131.5 
Nondurable Goods (3) 99,801 137,971 138.2 
Services (4) 64,861 106,545 164.3 
Medical Care (5) 8,741 15,051 172.2 


(1) All goods and services is made up of twelve major categories: food and tobacco; clothing, 
accessories, and jewelry; personal care; housing; household operation; medical care and 
death expenses; personal business; transportation; recreation; private education and re- 
search ; religious and welfare activities ; and foreign travel and remittances—net. 

(2) Durable goods include such things as furniture, kitchen and other houseware appliances, 
orthopedic appliances, and new cars. 

(3) Nondurable goods include such things as purchased meals and beverages, tobacco, toilet 
articles, and drug preparations and sundries. 

(4) Services include such things as barbershops, space rental value of owner-occupied non- 
farm dwellings, maid service, burial expenses, legal services, and interest on personal debt. 

(5) Medical care; includes drugs and sundries, physicians’ services, dentists’ services, hospital 
services, and other medical care items, and excludes (here) funeral expenses. 


Source: Office of Business Economics, U. S. Department of Commerce, Survey of Current 
Business 38:7 (July) 1958, and unpublished data. 
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the near future is dim. All that can be hoped for 
is a lessening of the rate of increase in expendi- 
tures for these fringe items. 

While medical advances have meant better 
health for all the people, the public—including 
many employers—is not primarily interested in 
the total costs of providing medical and hospital 
care, or even the cost to the average patient 
served, but rather with the direct out-of-pocket 
expenditures. Most people do not use the hospi- 
tal in any one year and more and more of the 
hospital bill is being paid by the persons who are 
well or by firms in which most of whose employ- 
ees never enter a hospital. The American Hospi- 
tal Association estimated that over 23 million 
Americans used hospitals in 1958. Part of their 
bills in the hospital was paid by the other 100 
million hospital insurance subscribers who did 
not go into the hospital. 

Since industrial firms pay into the prepay- 
ment systems of voluntary health insurance, 
there is an immediate interest in the background 
of the rise in these firm expenditures. The first 
and most important influence is economic. We 
have had an inflationary economy since the 


Figure 3. Personal consumption expenditures in 
1950 and 1957 for all services anc selected services 
as a percentage of 1946 expenditures 


1946= 100% Percentage 
350 


Utilities 250 


1950 1957 


*Space rental value of owner-occupied nonfarm dwell- 
ings. Source: U.S. Department of Commerce 
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1940’s. Prices for most goods and services have 
risen, Expenditures for all services, including 
medical and hospital services, more than doubled 
between 1946 and 1957 (Figure 2). If the serv- 
ice expenditures are viewed by themselves (Fig- 
ure 3), it can be seen that hospital expenditures 
more than tripled during the time when most 
firms started to pay part of the costs of hospital- 
ization for their employees and their families. 
A recent study of medical care prices by the 
American Medical Association reiterates the well 
known fact that the indexes of medical care 
prices have risen in the 1950’s faster than the 
consumer price index when 1947-49 is used as 
the base period (Figure 4). In an inflationary 
period this is to be expected; service prices lag 
behind commodity prices, but eventually they 
may catch up with other prices. As a Department 
of Labor study shows “. . . at the end of 1956, 


Figure 3a. Personal consumption expenditures for 

all services and for selected services, 1950 and 1957, 

and 1957 expenditures as per cent of 1950 expendi- 
tures 


(in millions) 1957 Expenditures 


1950 1957 as % of 1950 
AllServices $64,861 $106,545 164.3% 
Hospitals 2,037 3,884 190.7 
Physicians 2,427 3,693 152.2 
Rents* 12,117 22,064 182.1 
Utilities 3,689 7,212 195.5 
*Space rental value of owner-occupied nonfarm dwell- 


ings. 

Source: Office of Business Economics, U.S. Depart- 
ment of Commerce, Survey of Current Business 38:7 
(July) 1958, and unpublished data. 


Figure 4. Consumer price index and medical care 
indexes 


1947-1949=100 


Hospital Rates 
b160 


Consumer Price Index 


1950 1951 1952 1953 1954 1955 1956 1957 


Source: U.S. Bureau of Labor Statistics 
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the prices of services, including medical care had 
almost regained the relationship they held with 
‘he prices of commodities in the mid thirties. 
Since the Consumer Price Index measures price 
changes relative to 1947-49, the base period, the 
‘act that medical care prices had advanced rela- 


‘ively slowly during the previous decade is likely — 


‘o be ignored.” Most firms began to pay for these 
‘ringe benefits when service prices started to re- 
sain the relationship they held with the prices 
f commodities in the 1930’s. 

Sir Oliver Lodge has formulated a law to 
which I would like to call attention. Lodge’s Law 
states, “The last thing in the world that a deep 
sea fish could discover would be salt water.” To 
put it in today’s language, to be aware of what 
has always been and what is still around us is 
difficult. When all attention is placed on the rise 
of expenditures for medical care, there may be a 
tendency to overlook the economic background 
of some of these increased expenditures of indus- 
trial firms. The increased expenditure for and 
use of all services, including medical care serv- 
ices, is another indication that we also are in a 
period of prosperity, a time when income that 
formerly would have been spent for necessities 
is being spent for services. 

Since 1945, the nonagricultural labor force 
has grown from 44 million to 57 million. More 
money is being spent on fringe items because of 
the mounting numbers in the labor force and 
iheir families, and the installation of new fringe 


benefits since that time. In addition, the more 
income families have, the more likely they are to 
avail themselves of medical services. This is true 
of the middle income workers in manufacturing, 
earning an average of $4,513 per year in Novem- 
ber 1958. 

Since the greater use of medical and hospital 
services is a sign of a generally prosperous econ- 
omy, expenditures for medical care cannot be 
isolated from the main thread of the economy. 
They should be viewed in relation to population 
changes of the labor force and productivity of 
the employees. Similarly, the rise of medical ex- 
penditures should be viewed by the employee in 
relation to his wages and his means of paying 
for medical care. Some data are available for 
comparison over a period of time. 

Dr. Allan Gregg of the Rockefeller Founda- 
tion compared the per cent of the patient’s wage 
needed to pay for hospital services in 1888 and 
1948. I have attempted to bring the table up to 
date (Figure 5). In 1888 the average hospital - 
patient in Hartford, Connecticut, paid approxi- 
mately 21 per cent of his annual wage for an 
average hospital stay. Although the daily cost of 
hospital care has risen 30 times since then, by 
1957 the average hospital stay cost the average 
industrial worker approximately 7.2 per cent 
of his annual wage. In 1888 there was nothing 
comparable to employer-paid voluntary health 
insurance or cash-illness allowances for the em- 
ployee. It.can be assumed that in relation to the 


Figure 5. Schedule determining the per cent of income lost by the average hospital patient 
in 1888 and 1948, and by hospitalized industrial worker in 1957, in Hartford, Conn. 


Patient A Patient B Patient C’ 
1888 1948 1957 
Patient Day Cost $1.09 $18.08 $32.77 
Length of Stay 52 days 8.5 days 7.5 days 
Cost of Hospitalization $56.68 $153.68 $245.78 
Yearly Income $852.00 $2,500.00 $4,430.00 
Work Day Income $2.77 $8.14 — $17.04 
Days of Work Needed 
to Pay Hospital Bill 20 days 19 days 14 days 
Work Days Lost While in Hospital 44 days 7 days 5.5 days 
Total Days Lost~ 64 days 26 days 20 days 
Per Cent of Income Lost 21% 8.5% 7.7% 


Sources: Patients A and B from Challenges to Contemporary Medicine, Dr. Allan Gregg, 
Columbia University Press, New York, 1956; Hospital data for Patient C from American Hos- 
pital Association, Hospitals, ].A.H.A., Part Two, 32:15 (August) 1958, and Income Data from 
U.S. Department of Labor, Bureau of Labor Statistics, Monthly Labor Review 81:12 


(December) 1958. 
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employee’s wages, the average industrial worker 
today pays somewhat less than 7.2 per cent. of 
his annual wage for an average hospital stay. 
While the employee may be receiving these 
services, the employer is paying most of the bill. 
Employers pay wages to employees for their pro- 
ductivity. If wages are higher than the produc- 
tivity of the individual employee, either the em- 
ployee will be laid off or the firm’s earnings are 
reduced. Employers cannot long afford to pay the 
costs of health insurance for employees unless 
they are making a profit from their operations. 
The employer will pay for labor either in di- 
rect wages or indirect wage payments such as 
fringe benefits. But the employer will generally 
pay a wage bill for what is received in produc- 
tivity. The cost of this insurance is part of this 
wage bill. If it were not paid for in indirect wage 
benefits, how much more would it be necessary 
to pay in direct wages? A large portion of the 
$1 billion now being spent for these insurance 


.benefits would otherwise have to be given in the 


form of money wages. If the money spent for 
indirect wages had been available for use as 
incentive pay, it might have given firms more 
flexibility in meeting the problems of the recent 
recession. Since wage payments are made for the 
productivity of labor, would there have been any 
large money saving to industry had these pay- 
ments for health insurance never been made? 

Economic consideration must be given to the 
broadening and expansion of benefits. As bene- 
fits have expanded since the installation of the 
insurance plans, the over-all and per capita costs 
have risen. About the year 1950, many Blue 
Cross plans offered benefits covering from 14 to 
21 days in the hospital. Today most Blue Cross 
plans offer coverage for at least 70 days. It is 
not too costly for a prepayment program to ex- 
tend benefits from 30 to 70 days, but it may be 
fairly expensive to extend a plan from 14 to 21 
days hospital coverage to 30 days of coverage. 
This type of broadening of benefits occurred since 
1950. In addition to the costs of providing more 
benefits, there is more use of hospitals under the 
better plans (Figure 6), according to a recent 
report of the Insurance Department of the State 
of New York. As plans are improved, utilization 
and expenditures continue to mount. 


Figure 6. Average number of days of covered con- 

finement per year under hospital plans providing 31 

day and 120 day benefits, males aged 25-85, New 
York State, 1957 
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Source: Voluntary Health Insurance and the Senior 
Citizen, A Report on the Problem of Continuation of 
Medical Care Benefits for the Aged, State of New 
York Insurance Department, 1958. 


The nature of these benefits leads to two sig- 
nificant cost ramifications. Some firms attempted 
to broaden their benefits by providing payments 
for office and home care by physicians. It was 
thought thereby that the individual would be 
more free to see his physician for needed medical 
care and this would tend to lower admissions to 
hospitals where some diagnostic procedures are 
indicated. The recent studies of the Windsor 
Ontario Medical Plan and Saskatchewan Hospi- 
tal Service Plan, which provide comprehensive 
physician care, throw doubt on this last asser- 
tion. Patients who saw the physician under these 
plans went to the hospital to a greater extent 
than those not covered by payment for physician 
services outside the hospital. From the point of 
view of the firms that adopted programs which 
paid the physician outside the hospital in an 
attempt to cut expenditures, the added contact 
with the physician and diagnosis of the patient’s 
illness may have increased utilization of hospi- 
tals and immediate expenditures. 

(To be concluded) 
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OFFICIAL BUSINESS 


Dues Are 


Commensurate with the Need 


Rosert L. Ricuarps, Executive Administrator 


At the May, 1960, meeting of the House of 
Delegates a reference committee appointed to 
consider the subject of the Society’s annual dues 
reported that “the dues should be levied com- 
mensurate with the need.” 

This view was adopted by the delegates in rais- 
ing the annual dues $30, effective Jan. 1, 1961. 
Certainly the needs of organized medicine have 
never been greater, nor has the necessity for an 
effective organization to safeguard the interests 
of the public and the medical profession ever 
been more pronounced than today. 

Here is the breakdown on how the dues will 
be allocated : 

$58 — General fund 
2 — Benevolence 
20 — A.M.E.F. 
$80 
Better service will result 

The recent administrative reorganization of 
the Society, plus the more realistic dues, will 
permit a dramatic increase of services to the 
public and to the medical profession. With an 
adequate professional staff the Society, through 
its committees, can now embark upon expanded 
programs that will reflect with credit upon the 
medical profession. The purpose of this article 
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is to explore briefy some of the new services and 
programs now in effect or planned. 


Public Relations 


At its meeting last May, the House of Dele- 
gates amended the Society’s By-Laws to separate 
the Committee on Public Relations from the 
Committee on Medical Services, which deals with 
legislation. The stated function of the new com- 
mittee is to “prepare and submit a public rela- 


The following article is the second in 

a series being published from time to 
time in the Journal and describing prog- 
ress (being made) in the reorganiza-- 
_tion of the Society. In this article the .. 
Executive Administrator reports on... 
some of the new or increased services to . - 
individual members . and component i 
societies made possible by the increase 

in dues. Every member should take an 
interest in the activities of the new 
administrative staff. We recommend 
these reports to your special attention. 

H. Close Hesseltine, President 

E, A. Piszezek, Chairman of the Council 
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tions program for the Illinois State Medical 
Society to the Council for approval. Such a pro- 
gram should include projects of long and short 
duration to increase the public esteem of the 
medical profession in Illinois.” This it is doing. 

On Aug. 20, 1960, the committee submitted 
its first report to the Council calling for a 
strengthening of communications between the 
State Society and individual physicians, county 
societies, the press, and the community. To ac- 
complish this the Committee offered a number 
of recommendations including the monthly pub- 
lication of a colorful, news-style bulletin for dis- 
tribution to all members. The first issue of “The 
Pulse” was mailed early in November. 

Other recommendations of the committee call 
for annual district or regional meetings in an 
increased attempt to communicate with the 
“grass roots” of the Society; personal visits by 
the staff to county society meetings ; the develop- 
ment of better working relations with the press ; 
the development of community health education 
programs utilizing all the various media of com- 
munication; the cultivation of close liaison and 
working relationships with other professional 
and vocational groups; and the development of 
material to assist the individual physician in 
achieving improved client relationships. 

To expedite the work of the new Committee on 
Public Relations, the Council has authorized 
the appointment of five sub-committees, each 
with specific public relations responsibilities. 
These sub-committees are: Audio-Visual, Media 
Relations, Community Relations, Member Rela- 
tions, and Group Liaison. This arrangement will 
permit a broader base of member-participation 
in the challenging work of the Committee, in ad- 
dition to increasing its total work-product. 

Projects now in varying stages of development 
include radio and television series, newspaper 
articles on health problems and the work of 
organized medicine, exhibits depicting medical 
progress and the activities of the Society, a 
model press code for county society implementa- 
tion, a public opinion survey, a color movie 
showing the contributions physicians voluntarily 
make to society through their county and state 
medical societies, a handbook on selected public 
relations projects basic to every county society, 
a series of pamphlets for physicians’ waiting 
rooms, a stepped-up career recruitment program 
in cooperation with the Woman’s Auxiliary, an 
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annual community service program to be con- 
ducted simultaneously in each county and 
focusing attention on medical progress in the 
community — and other programs. 

The Committee on Public Relations is sparing 
no effort in its attempt to project to the public 
the true image of the Illinois medical profession. 


Publications and Scientific Activities 


Another staff department made possible by 
the increase in dues is the Division of Publica- 
tions and Scientific Activities. In addition to 
serving the large number of scientific sections 
of the Society, this division has administrative 
responsibility for the postgraduate medical edu- 
cation program, the publication of the Illinois 
Medical Journal, and the myriad of details 
attendant to the annual meeting. In each of 
these areas plans are under way that will result 
in increased services to members. 

A state as large and influential as Illinois 
should have a medical journal second to none 
in the nation. The fact is that members want 
—and deserve—such a_ publication. Efforts 
are being made for the immediate improvement 
of the Journal in line with suggestions received 
from physicians throughout Illinois. In addition 
to higher scientific and editorial quality, the 
Journal will undergo a modernization of format, 
typography, and general appearance. A number 
of improvements have already been accomplished. 

The director of publications, as a specialist 
in printing and publications methods, will also 
oversee all other printing for the Society as a 
means of obtaining the necessary quality at the 
most economical level. 

Changes already made have reduced duplicat- 


ing and printing costs on some jobs as much as 


50 per cent. Further changes are expected to 
produce significant reductions in budgets while 
providing expansion of printing activity. 

Undoubtedly the largest single project of the 
Society is its annual meeting. With a full-time 
staff man available to coordinate the many ac- 
tivities and implement the programs of the com- 
mittees, considerably less time will have to be 
expended on the part of the dozens of physicians 
who have contributed their services to this in the 
past. Furthermore, it will now be possible to 
maintain a continuing liaison with the many 
hotels, exhibitors, and service firms which are 
a part of a convention. 
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The constant advances in medical sciences, 
and the refinements of surgical and medical tech- 
niques, all serve to emphasize the importance 
to the physician and the public of a high quality 
postgraduate education program. In addition 
to its continuing program of providing a ready 
source of scientific speakers for county medical 
society meetings, the Society can offer to mem- 
bers other avenues for keeping abreast of the 
latest developments in all branches of medicine. 


Medical Service and Economic Research 


The Society now has a professionally-staffed 
division devoted to solving problems of medical 
care of the needy, prepayment plans, and the 
general economics of medical practice. From this 
division members will receive services, both direct 
and indirect, that are available from only a few 
other major state medical societies. 

The events of the past year, witnessed by 
Congressional passage of the Mills-Kerr Bill 
and the near passage of a Forand-type measure, 
point up the importance of having at our dis- 
posal accurate facts and figures relating to the 
cost of medical care, extent of the need, etc. In 
addition, the growing number of third-party 
arrangements that affect the medical profession 
demand constant attention and observation. 

The implementation of the Mills-Kerr legis- 
lation in Illinois will be handled through this 
new division. The importance of this legislation, 
endorsed by organized medicine, was under- 
scored at the December, 1960, meeting of the 
A.M.A., when the House of Delegates adopted 
a strongly worded resolution urging the earliest 
possible implementation of the Mills-Kerr Bill 
by every state in the nation. 

Other programs of committees serviced by 
this staff division include the possibility of a 
relative-value study in Illinois, extension of 
liaison with the Illinois Public Aid Commission, 
and a number of research projects that may have 
significance to future medical practice. 


Legislative Activities 

Additional funds provided by the dues in- 
crease will enable the Division of Legislative 
\ctivities to expand its vital program of safe- 
guarding the health of our citizens through 
sponsoring sound legislation and opposing meas- 
res detrimental to the interests of high quality 
medical care. 
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The Society now has a full-time staff legal 
counsel to direct the legislative program of the 
Committee on Medical Service. This assures 
that adequate time will be devoted to legislative 
research, bill drafting, and surveillance of meas- 
ures bearing directly or indirectly on the free 
enterprise practice of medicine. Each session 
of the Illinois Legislature sees the introduction 
of thousands of pieces of legislation; some of 
these are of vital interest to the future of medi- 
cine, while others bear only a remote connection. 
Nevertheless, each must be studied for its pos- 
sible effect on Illinois medical practice. 

In an effort to improve the State Society’s 
legislative communications with the profession, 
the Springfield Newsletter is now being sent 
to all members. It is hoped that this will stimu- 
late grass-roots interest in the important legis- 
lative program of the Society, as well as keep 
members informed of vital legislation. 

With a full-time staff legal counsel and the 
assistance of additional staff personnel the 
Springfield Regional Office will be able to handle 
promptly the increasing number of requests 
from county societies for legal opinions on such 
matters as medical licensure, staff requirements 
for hospitals, county society membership prob- 
lems, and third party arrangements. 


Administration 


The foregoing report on new or increased 


services that will result from the 1961 dues 


structure is in addition to the administrative 
improvements detailed in my first report, pub- 
lished in the August, 1960, issue of the Journal. 

The business affairs of an organization the 
size and stature of the Illinois State Medical 
Society require skilled attention if there is to 
be efficiency of operation. It is the responsibil- 
ity of the Executive Administrator to make 
certain that members receive full value from 
their dues through the application of business- 
like methods and planning. 

In large measure, this report reflects the 
progress and planning of the new staff, working 
through their various committees. Reports on 
these activities are made regularly to the Council, 
under whose supervision the staff and their as- 
signed committees function. By the time of the 
1961 meeting of the House of Delegates, I am 
confident that these services will merit your 
enthusiastic support of the dues increase. 
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Medical Testimony 


Illinois Supreme Court Considering 
Procedure Rule To Use Impartial 
Witness Panels 


The Supreme Court of Illinois is expected 
soon to promulgate a rule establishing a proce- 
dure for the use of impartial medical testimony, 
similar to Rule 20 of the United States District 
Court for the Northern District of Illinois. The 
Illinois Judicial Conference favored an im- 
partial medical witness system at its annual 
meeting last June, and voted a resolution re- 
questing the Supreme Court to adopt a rule. 

The Illinois State Medical Society has estab- 
lished and certified panels of physicians, includ- 
ing specialists in various fields, who would be 
used as the impartial witnesses. There are 146 
members covering 21 specialties. Dr. Samuel A. 
Levinson, of the University of Illinois College 
of Medicine and Chairman of the Society’s Im- 
partial Medical Testimony Coramittee, spoke be- 
fore the Conference urging adoption of the sys- 
tem. The outline of his remarks follows: 

The physicians of the State of Illinois feel 
that they are deeply involved in the proper and 
efficient resolution of personal injury cases. 
Therefore, in view of the burdensome case back- 
log: 

I 

We respectively recommend that regular 
meetings be held between a committee of the 
Judicial Conference of the State of Illinois and 
the Illinois State Medical Society beginning 
now. The Illinois State Medical Society has 
spent over two years studying and investigating 
impartial medical testimony. We feel that im- 
partial medical testimony will be of material 
aid in your court in selected Gases. We are ready 
to meet with you to share our investigative find- 
ings and to explore plans for its utilization. 

II 

We respectively recommend that the Judicial 
Conference of Illinois (or any part of it) adopt 
Rule 20 (of the U.S. District Court) now. Your 
court has the inherent power to adopt a rule and 
appoint neutral competent medical experts. 

Reprinted from the Illinois Courts Bulletin, Nov. 1, 
1960. 


The Illinois State Medical Society has avail- 
able panels of physicians throughout the state in 
several specialties and general practice. We are 
ready to help you. 

Where impartial medical testimony is used, 
experience elsewhere discloses that 50 per cent 
of the cases should be settled by examination 
and report only. Twenty-five per cent more of 
the cases should be settled short of verdict or 
judgment by jury. About 11 per cent of cases 
will require the appearance of the panel expert 
in court as a witness and he may be examined 
and cross-examined by plaintiff’s and defendant’s 
lawyer in court just the same as any other wit- 
ness. Either the plaintiff or defendant may call 
other medical witnesses in rebuttal. 

III 

We respectively recommend that you use im- 
partial medical testimony in pre-trial cases now. 
This is based upon experience here and in other 
jurisdictions. The machinery is set up and ready 
to go. All that is necessary is to put it into op- 
eration. 

Rule 20 of the U. S. District Court for the 
Northern District of Illinois follows: 

Rule 20: Impartial Medical Testimony. 

(a) Prior to the date set for the commence- 
ment of the trial of any personal injury suit, 
an examination (physical, medical, psychiatric, 
either or all) of the injured person, together 
with a report thereon, by an impartial medical 
expert or experts may be ordered— 

(1) By a judge on his own motion, or 

(2) On the motion of counsel for either party 
after a hearing is requested, if, in the judgment 
of the court such an order will be in the interest 
of justice and will materially aid in the just 
determination of the cause. The granting or 
withholding of such an order shall be entirely 
discretionary with the court. A copy of the re- 
port of examination shall be given to the court 
and to the attorneys for the respective parties. 

Should the judge, at any time during the trial 
of the cause, consider it advisable, he may, in 
his discretion, and on his own motion, order 
such an examination and report. 

Any examination ordered shall be made by a 
member or members of a panel of examining 
physicians designated for his or their particular 
qualifications by the Illinois State Medica! 
Society after consultation with the court. 

(b) At the termination of the case in this 
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court, the trial judge shall fix the cempensation 
of the expert or experts and, unless otherwise 
directed by the court, such compensation shall 
be taxed as costs and paid by order of court. 
The judge, in his discretion, may direct that 
the parties, or either of them, deposit with the 
clerk of the court security in a specified amount 
which may be used for the payment of such 


compensation. 

(c) In the event that the case shall go to 
trial after such examination and report have 
been made, or that trial shall be resumed, then 
either party or the court may call the examin- 
ing physician or physicians to testify, in which 
event additional compensation may be allowed 
and taxed as costs as aforesaid. 


Illinois State Medical Society Luncheon at the 
AMA Clinical Meeting, Washington, D.C., November 28 


Above: Left to right are Council Chairman Ed- 
ward A. Piszczek, alternate delegate, Chicago; E. 
Vincent Askey, president of the AMA, Los Angeles; 
Joseph T. O’Neill, past president ISMS, Ottawa, 


Above: Left to right are William Challman, guest, 


Mt. Vernon, Ind.; Mrs. Frank Tao and Mr. Tao, 
press attache, Chinese Embassy, and Edwin S. 
Hamilton, president elect, Kankakee. Right: Left to 
right are Walter C. Bornemeier, delegate, Chicago; 
Sugene P. McEnery, alternate delegate, Chicago; 
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and H. Close Hesseltine, president of the ISMS, 
Chicago. Right: Ralph W. Neill, executive secretary, 
Washington State; Shelby Jared, delegate, Seattle; 


Percy E. Hopkins, delegate, Chicago. 


Lester S. Reavley, past president ISMS, Sterling; 
Dr. O’Neill; Edward Cannady, East St. Louis, alter- 
nate delegate and Chairman, Illinois Committee on 
Aging, a special session on the White House Con- 
ference, and Peter F. Mack, Jr., Congressman, 21st 
District, Carlinville. 
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EDITORIALS 


Hazards in disposable hospital 
equipment 


We have been warned by the National As- 
sociation of Central Supply Personnel that dis- 
posable hospital equipment is a health hazard 
unless properly sterilized. Included are plastic 
hypodermic syringes, tubing, and other equip- 
ment that is made by manufacturers with no 
prior experience in meeting the rigid standards 
of sterilization. They recommend that the hos- 
pital continue to assume the responsibility for 
safety and insist on adequate testing of these 
ready-to-use products before they are purchased. 
On this we agree. 

This warning came on the heels of a letter 
to the editor concerning the disposal of used 
disposable needles and syringes. This writer had 
been on Chicago’s Maxwell Street and found 
a vendor selling these items for a few cents. He 
claimed that the material had been found in the 
discarded trash of a hospital or physician’s office. 
The vendor claimed he had nothing to hide and 
asked no questions from his buyers. They might 
be of value to diabetics, physicians, addicts, or 
perhaps to mechanics who wanted a unique oiler. 


Contact lenses 


The introduction, during the last decade, of 
plastic contact lenses covering only portions of 
the cornea has caused a profound change in the 
general attitude of the public toward contact 
lenses. The new type of lenses has been accepted 
and is worn successfully by a larger section of 
the population than was any of the older types. 
The new lenses owe their greater popularity to 
the greater comfort and longer wearing time 
they afford. 

The many thousands of patient-hours during 
which the new lenses are worn have provided 
new opportunities for the recognition and ob- 
servation of the undesirable, unfavorable effects 
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oi contact lenses upon corneal metabolism. These 
manifest themselves most conspicuously in the 
corneal epithelium, first as irregularities (“stip- 
pling”) and later as actual desquamation (ab- 
rasion). 

Either may happen with improperly fitted 
lenses, particularly if they press unduly against 
the center or any other part of the cornea. Such 
pressure may cause temporary corneal anes- 
thesia so that the patient may not become aware 
of any corneal damage until several hours after 
the lens has been removed. These patients may 
go to bed with perfectly comfortable eyes and 
awaken several hours later with intense foreign 
body sensation and pain. 

Even properly fitted contact lenses may dis- 
turb corneal metabolism seriously if the wearer’s 
individual tolerance is exceeded. This tolerance 
varies greatly from one individual to another 
but can usually be built up by a process of grad- 
ual, systematic lengthening of the daily wearing 
time. 

Both epithelial irregularities and abrasions 
may become the portal of entry for bacterial in- 
vaders. Catastrophic outcomes of such infections 
have been extremely rare, thanks largely to 
the effectiveness of antibiotics. In some patients 
corneal abrasions do not turn into ulcers because 
the patient is immune to the bacterial flora pre- 
vailing in his own conjunctival sac. 

The technique of inserting and removing one’s 
own lenses atraumatically is rapidly mastered 
by most individuals; therefore direct injury to 
the cornea by the edge of the lens, except during 
the very beginning of the indoctrination period, 
is infrequent. 

All forms of corneal damage due to contact 
lenses are more apt to be serious in eyes with 
pre-existing corneal disease. 

Despite all the progress in lens-designing and 
lens-fitting made during the last decade, the 
wearer of contact lenses still needs regular check- 
ups with special attention to the condition of his 
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cornea toward the end of his usual wearing peri- 
od. For such check-ups the illumination and 
magnification provided by the biomicroscope 
are indispensable. If epithelial irregularites are 
detected, a slight change in the design of the 
lens or in the wearing schedule often suffices to 
make the lens safe and comfortable for a major 
portion of the wearer’s waking hours. 

Your committee on eye health is asking for 
your cooperation in the counseling and guidance 
of present and prospective contact-lens wearers 
in your community. 

The Eye Health Committee 
M. Byron Weisbaum, M.D. 

Chairman 
Peter C. Kronfeld, M.D. 
Frank W. Newell, M.D. 
Manuel L. Stillerman, M.D. 


Conference on Federal-State 
medical program for the aged 


“Complete medical care for those who need 
help.” This theme was hammered home time and 
time again at this Conference, contrasting it to 
the Forand type of care for the aged. The first 
premise is the thought of the physicians of 
America expressed through the American Medi- 
cal Association, as opposed to the inclusion of 
such care under a social security arrangement. 
The latter is tempting, but a moment’s thought 
should assure us that if this is ever brought into 
usage, many would pay who would not get the 
service. 

All day Sunday, November 27, was spent in 
conference at Washington’s Sheraton-Park Ho- 
tel, learning the details of the new Mills-Kerr 
bill known as No. 778 of the 86th Congress. The 
AMA’s Council on Medical Service did a real 
service for the profession when it brought to- 
gether two distinguished panels to discuss during 
morning and afternoon sessions what is now 
being offered to those who need help, in addi- 
tion to the old age assistance programs in opera- 
tion in most states. _ 

Under chairmanship of Dr. J. Lafe Ludwig 
of California, Dr. Russell B. Roth, who is chair- 
man of the AMA Committee on Federal Medi- 
cal Services, served as moderator of a panel con- 
sisting of Mr. C. Joseph Stetler, who gave the 
high points of the new law; Mr. William L. 
Mitchell, Commissioner of Social Security Ad- 
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ministration in the Department of Health, Edu- 
cation and Welfare, and Dr. Ernest B. Howard, 
assistant executive vice president of the AMA. 
Mr. Mitchell gave an analysis of what can and 
what cannot be done under the Mills-Kerr law. 
Admittedly, he pointed out, the policies of the 
government will have some flexibility to allow 
for the different approaches various states will 
make in complying with the law. The law is a 
grant-in-aid provision in which individual states 
will put up 50 per cent, matched by a like 
amount from the Federal government, for the 
better care of the needy in the over-65 age brack- 
et. The idea is not to supplant old age assistance, 
but to supplement such assistance so the worthy 
recipients will receive more adequate care. 

Dr. Howard made clear the position of the 
AMA. The area of responsibility should be well 
delineated. The profession feels, as expressed 
through the AMA, that the welfare of an in- 
dividual is his own responsibility. If for some 
reason he cannot meet this responsibility because 
of prolonged illness, unforeseen misfortune, or 
the like, he should look to his immediate family 
for aid. When he fails to receive help from this 
resource, the community, then the state, and 
finally Federal assistance may be invoked. 

The opponents, those who look forward to big- 
ger and bigger governmental activity, a la For- 
and, would put the entire burden under social 
security on the theory that all of those over 65 
are poverty stricken. Embracing that thought, 
paraphrasing Dr. Howard, they would indeed be 
poor in purpose as well as purse. Such a philoso- 
phy is, in short, a system by which current work- 
ers are taxed to buy benefits for another group 
in whom they have no interest. 

The afternoon session was moderated by Dr. 
John Flack Burton, chairman of the Committee 
on Indigent Care of the AMA. At this time, the 
policies recommended by the AMA for the guid- 
ance of the state associations looking toward the 
care of the indigent were reviewed by Dr. Wesley 
W. Hall. Following this review, four state repre- 
sentatives and three private underwriters pre- 
sented varying methods of caring for older age 
groups. 

In outlining the scope of services, Dr. Hall 
said, “Eligibility standards for medical assist- 
ance for the aged should be based on the indi- 
vidual applicant’s medical needs and his ability 
to pay for care at the time of his need for such 
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care, without using up the resources he needs 
to retain his self-supporting status when he gets 
well.” 

The states, reporting their methods of han- 
dling the indigent sick, presented several view- 
points. Florida, for instance, maintains a deep 
sense of professional responsibility for these un- 
fortunates. Under its program, which is super- 
vised by the State Board of Health, a needy 
sick person is given medical care according to the 
nature of his illness and not according to the 
category of his indigency. They have had in op- 
eration a plan which not only provides short 
term hospital care for the needy sick of all ages, 
but they have authority to expand services to in- 
clude outpatient care, visiting nurses, and drugs. 

The Illinois plan of caring for the aged oper- 
ates under the authority of the Illinois Public 
Aid Commission. The method was outlined in 
detail by Dr. Burtis E. Montgomery, past chair- 
man of the Medical Advisory Committee. The 
charge given to the Illinois Public Aid Com- 
mission (a voluntary, non-salaried group) by the 
Public Assistance Code of the state was to “... 
establish such standards of assistance and serv- 
ice that applicants and recipients may maintain 
a decent and healthful standard of living. . . .” 
This they have done in a comprehensive manner. 
Payment is authorized, in the operation of the 
plan, for physicians’ services and hospitalization 
including outpatient clinic care, nursing care at 
home or in institutions, and drugs, dental serv- 
ices, optical supplies, and suck. appliances as 
braces and crutches. 

As evidence that they have discharged their 
duties well in Illinois, the Illinois Public Aid 
Commission had this to say in one of their publi- 
cations: “By giving medical care to each person 
who has come to them for help, and by partici- 
pating in the formation and control of the medi- 
cal assistance program, as evidenced by their 
service on medical advisory committees, the phy- 
sicians in Illinois have made a great contribu- 
tion to the health and welfare of their fellow 
citizens. The Illinois Public Aid Commission 
acknowledges this professional service as out- 
standing.” This is sufficient testimony that we 
can well be proud of Illinois’ record in this most 
difficult of welfare areas. With this record estab- 
lished, Illinois will be able to implement the 
Mills-Kerr law though this establishment agency 
with a minimum of adjustment. 
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Summary — The Mills-Kerr law No. 86778 
will be put in operation in all states cooperating 
with its provisions. Required is a legislative en- 
actment setting up an agency with proper regu- 
lations for administration, the establishment of a 
minimum financial resource of the beneficiary 
(means test), and satisfactory working arrange- 
ment with the vendor of medical services. Medi- 
cal service in this instance means professional, 
hospital, para-medical, and suppliers of medical 
goods and equipment. The thought is expressed 
that the medical profession must exert every 
effort to make this law succeed satisfactorily. At 
the same time we must continue our concern that 
Federal control of the profession will reduce the 
quality of medical care. 

Dr. Shelby Jared, medical director of the 
Kings County Medical Service Group in Seattle, 
Washington, expressed such concern when he 
stated, in discussing their plan: “The nursing 
home problem is serious. These homes report 
that some families seem to forget ‘grandpa’ and 
‘grandma.’ Visits from the family become more 
infrequent as the months of confinement length- 
en. Children no longer feel obliged to provide 
protection and support for their parents. Such it 
seems is the end result when a government, state 
or otherwise, assumes total responsibility for its 


older citizens.” 
H. Kenneth Scatliff, M.D. 


Whom do you consult in 
laboratory medicine? 


The practice of medicine in Illinois has now 
been invaded by out-of-state air mail order com- 
mercial laboratories offering low fees for single 
tests and blanket fees if you send them all of 
your laboratory procedure consultations. 

Investigation of one such laboratory revealed 
an Illinois “branch office” to be a “mail drop,” 
and telephone calls were answered by a recorded 
message. Licensure of this laboratory was de- 
ferred since the premises could not be inspected. 

You may have been misled since the adver- 
tising of such laboratories has appeared in medi- 
cal society publications because of improper 
screening procedures by persons accepting such 
advertising for these publications. 

The practice of laboratory medicine (pathol- 
ogy) is the practice of medicine according to 
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resolutions of the American Medical Association 
and our own State Society. As partners in the 
care of patients, the practitioners of laboratory 
medicine should be directors of such services if 
the patient is to be adequately served. Ethical 
practitioners of medicine do not offer cut-rate 
fees or the possibility of “kick-backs” or split 
fees. Proper results of laboratory tests cannot 
be obtained on specimens several days old. 

Do you want to give the best to your patients: 
a careful history, a complete physical examina- 
tion, the best laboratory studies? 

OR — do you refer your deliveries to a mid- 
wife, your surgery to a surgical technician, that 
skin rash to the corner patent medicine counter ? 

Doctor, whom do you consult in laboratory 
medicine ? 

Paul A. Van Pernis, M.D. 
President 
Illinois Society of Pathologists 


The Lake County Medical Society met on 
November 15, 1960 and adopted the following 
resolution during the regular business meeting. 
RESOLVED, That the practice of laboratory 
medicine including hematology, urinalysis, mi- 
crobiology, clinical biochemistry, serology, im- 
muno-hematology, blood banking, diagnostic 
radioisotopes and related procedures be consid- 
ered the practice of medicine and that such 
procedures should be performed under the di- 
rection and supervision of a physician licensed 
in the State of Illinois. 

It was further moved, seconded and the mo- 
tion carried that the resolution be sent to the 
Council of the Illinois State Medical Society for 
its consideration. 

Howard N. Schulz 
Executive Secretary 


This resolution was presented to the Illinois 
State Medical Society Council on Sunday, De- 
cember 11, and approved in principle. It was 
referred to the Society’s general legal counsel 
and the Medical Services Committee for fur- 
ther study. 


Men are often capable of greater things than 
they perform. They are sent into the world with 
bills of credit, and seldom draw to their full 
extent. — Walpole 
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Births in Illinois, 1959 


Illinois natality statistics for 1959, recently 
released by the state Department of Public 
Health, set several state records: 

@ the largest number of live births—239,871. 

© the largest proportion of births in hospitals 

—98 per cent. 

e lowest fetal death rate—14.5 per 1,000 

live births. 

¢ the largest number of premature births 

and highest rate. 

The live birth rate was 24.2 per 1,000 popula- 
tion, only .3 below the highest recorded rate 
in 1957. Three counties recorded less than 90 
per cent of births in hospitals: Alexander, 81.56 
per cent; Gallatin, 88.98; Pulaski, 73.97. 


Correspondence 
Dear Dr. VAN DELLEN: 


Enclosed are some “comments” about the edi- 
torial “Criminal Abortionist” which appeared in 
the Illinois State Medical Journal recently and 
about which I spoke to you in Washington, D.C. 

It occurred to me that your editorial, because 
of its brevity, lent too much to misunderstand- 
ing. 

Sincerely 
H. Crose Hesseitine, M.D. 
President 
Illinois State Medical Society 


Criminal Abortionist 
H. Hesse.tine, M.D. 

An editorial appeared in the Illinois Medical 
Journal, November, 1960, Volume 118, page 
308, under the title of “Criminal Abortionists.” 
The writer, undoubtedly, meant well by this 
presentation; but it is anticipated that readers 
will misinterpret or misunderstand the intent 
and purpose as well as difference between the 
legal and the theoretical aspects. 

Reference in the second paragraph implied 
that the majority of performers of criminal 
abortions were doctors and that they were not 
members of the medical society. As a matter of 
fact, there are no reliable data on abortionists. 
From time to time, abortionists have been ex- 
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posed and some convicted. Some of these are 
mid-wives; some are merely technical assistants 
in one or another areas in the medical sciences ; 
some are would-be practitioners of medical arts; 
and, occasionally, a physician. As a rule, these 
physicians do not belong to organized medicine. 
The record is that medical societies act decisively 
in removing any member who is unethical or 
criminal. 

It is not only the right but also the duty of 
all citizens to expose any dishonest or criminal 
person or persons. In a theoretically ideal society, 
there would be no need for police, investigators, 
army or navy. Even though our civilization has 
advanced and improved itself, it still has imper- 
fect members. These “defectors” do not conform 
to the rules and regulations of our society, and 
some brazenly commit criminal acts. Criminal 
abortion is, by law, illegal; by medicine, un- 
ethical; and, by religion, immoral. Any indi- 
vidual who performs, aids, refers, or contributes 
to this action is guilty of the crime (morally 
and legally). 

In the first paragraph, refezence was made 
that “the police know who the abortionists are 
but can seldom get sufficient evidence to lead to 
conviction.” This statement must refer to the in- 
vestigating force and not a generalization. It is 
possible that in a large police force of several 
thousand that a few policemen may have some 
knowledge of an abortionist; but it must be ad- 
mitted that the great majority of the police are 
law-abiding citizens and, faithfully and honor- 
ably, fulfill their duties. 

There is no accurate information about the 
number of criminal abortions performed any 
place in this country. Whatever the facts are, far 
fewer women die today because of criminal abor- 
tion. Even so, observations reveal that many 
women have physical or mental residual damage, 
perhaps both, of varying degrees after this il- 
legal procedure. 

This editorial stated also that a demand exists 
for the services of an abortionist. A de- 
mand exists for drugs for addicts and alcohol 
for alcoholics as well as for the activities of ille- 
gal and criminal acts. It is fair to state that any 
physician who does criminal abortions must have 
a psychopathic personality or be a psychopathic 
individual because this procedure is in frank 
conflict with the training and disciplines of med- 
ical science. It is the duty and responsibility of 
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physicians to save or to prolong lives, to re- 
habilitate people, and to make their lives more 
comfortable and useful. 

It is reported that abortionists, after learning 
who the individual’s personal physician is, will 
say that the latter refers patients to him. Thus, 
totally innocent and strictly ethical physicians 
have been lied about and then had their reputa- 
tions endangered. Some reasons for this deliber- 
ate lie may be that the criminal abortionist seeks 
status, wants dignity, and desires recognition or 
that he is also trying to “cover-up.” Therefore, 
the members of the medical profession, if for no 
other reasons, have personal, as well as legal, 
desires to permanetly eliminate all abortionists. 


DeaR Mr. BoEck: 


Thank you for your letter of October 17 at- 
taching a copy of the Springfield Newsletter, 
dated October 10. 

The Department Committee for Promotion of 
the Public Welfare Building Bond Issue appre- 
ciates very much the assistance your Society has 
rendered in behalf of this important issue. 

We all look forward to success on November 8. 

Sincerely yours, 
LeonarD E. BELT 
General Chairman 
Department Bond 
Issue Committee 


Dear Dr. HESSELTINE: 


Please accept the gratitude of the Board of 
Public Welfare Commissioners for your support 
and work on behalf of the Public Welfare Build- 
ing Bond Issue. The efforts of your organization 
were largely instrumental in the success of the 
issue and should be acknowledged by every citi- 
zen in this state. 

Thank you again for your very real help, and 
congratulations on a victory won in which you 
most definitely share. 

Sincerely yours, 

FrepericK W. M.D. 
Chairman 

Board of Welfare Commissioners 
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AT THE EDITOR’S DESK 


PHARMACEUTICALS 


It is known that vitamin B,, is poorly ab- 


sorbed from the intestines of patients with per- 
nicious anemia, sprue, and allied conditions. 
This has been tested repeatedly by tagging the 
vitamin with Co’ and determining its fate by 
doing radioactive studies on the urine. In the 
normal individual large amounts are recovered 
in urine, demonstrating adequate absorption. 
This is not true with the victim of pernicious 
anemia. 

Racobalamin-57 is Abbott’s new radioactive 
vitamin B,.. The isotope is available in solution 
or capsule form for the diagnosis of pernicious 
anemia by the Schilling test. When Co*’ is given, 
the urine is tested several hours later for radio- 
active B,. by means of a scintillation detector. 

Studies have shown that urinary output is 
less than 4 or 5 per cent in pernicious anemia, 
sprue, and other allied conditions. An output 
of 10 to 12 per cent definitely rules out the 
condition. 

A differentiation between pernicious anemia 
and malabsorption due to other causes must be 
made when the output is in the 0 to 4 per cent 
range. 

Racobalamin-57 Diagnostic Anemia Kits are 
available from Abbott Laboratories, Oak Ridge, 
Tenn., or from any of Abbott’s 22 domestic 
branches which teletype orders to Oak Ridge. 


STERILE TAPE FOR STERILIZING 


The Professional Tape Company of River- 
side, Ill. has perfeeted a new tape to hold 
together bundles for sterilizing. The tape is 
unique, however, in that the word sterile appears 
on the surface after the package has been auto- 
claved at 250 F. for a period of 15 minutes. In 
other words, the tape acts not only as a fastener 
but as an indicator that the material has been 
subjected to a standard autoclaving cycle. 
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Draanosinc Avuto-AccIDENT INJURIES 


The examination of auto-accident victims 
requires an awareness of the possible injuries 
to the liver, spleen, bladder, kidneys, and the 
intestinal tract. According to Dr. James J. 
McCort of San Jose, California, laceration of 
the liver, for example, occurs in from 5 to 10 
per cent of patients with abdominal trauma and 
is about one half as common as lacerations of 
the spleen. 

He recently reported rupture or laceration 
of the liver by non-penetrating trauma among 
26 accident victims. Twenty-one were in auto 
smash-ups. Twelve of the 26 showed fractures 
of the right lower ribs accompanied by contusion 


of the soft tissues, the pleura, and the lung. 


PHS Takes Over EMERGENCY SERVICES 


Responsibility for planning and operating the 
Nation’s emergency medical stockpile program 


’ has been assumed by the Public Health Service. 


The transfer of authority involves about $200 
million worth of medical supplies and equipment 
located in 33 warehouses throughout the country. 
Included in the stockpile are 1,932 “packaged” 
200-bed hospitals for civil defense emergency 
use, valued at $20,000 each. About 1,500 of these 
are now stored at strategic locations across the 
country and others are in use for demonstration 
purposes and for training personnel. 

The Division of Health Mobilization is coor- 
dinating all mobilization preparedness activities 
assigned to the Public Health Service. Included 
in the division’s programs are the development 
of an Emergency Health Service to function dur- 
ing a national emergency; training courses for 
medical and health-related professions; self-help 
procedures for individual survival; institution of 
an emergency water plan; research into stand- 
ardized medical treatment procedures for use 
with austere resources; management of health 
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resources, including manpower, supplies, and 
facilities; assistance to governmental and non- 
governmental agencies, states and local com- 
munities in developing disaster capabilities. 


VACCINATED POPULATION 


The Public Health Service reports that 93 
million people under 60 years of age had at 
least one dose of polio vaccine. This represents 
60 per cent of the population, an increase of 
4 per cent over 1959. They estimate that 25 
per cent of the population have now had four or 
more doses as compared to 14.2 per cent in 1959. 
About 45 per cent of persons 20 to 40 years 
of age are now fully vaccinated. On the other 
hand, 20 per cent of the children under five 
had no vaccine, and it is disturbing that so 
many babies and pre-school children remain 
unvaccinated. 


More PHARMACEUTICALS 


Elase is Park Davis’ new enzyme product for 
the removal of debris from infected wounds. But 
the company is pointing Elase in the direction 
of cervicitis and vaginitis. These conditions ac- 
counted for 4.5 million visits made by women 
to physicians last year. The company claims 
beneficial results were obtained in 90 per cent 
of 129 patients suffering from cervical erosion, 
laceration, and cervicitis of various causes. 


Cardioquin is a new quinidine alkaloid cur- 
rently used for the treatment of cardiac ar- 
rhythmias. It is claimed to provide adequate 
therapeutic blood levels with a minimum of ad- 
verse side effects such as nausea and vomiting. 

Antivert is a combination of meclizine and 
nicotinic acid. It is recommended by Roerig as 
of value for vertigo. More recently, the combo 
was reported to produce a noteworthy reduction 
in the severity of headache in 72 of 134 patients. 
The headaches were of a wide variety of types. 


Benzphetamine (Didrex) is Upjohn’s new ap- 
petite suppressing drug. It is claimed that the 
product is “capable of helping the average over- 
weight person lose more than a pound a week 
with no restrictions in diet and a minimum of 
side effects.” Since the drug is an amphetamine, 
we wonder what Didrex has that the others 
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don’t. Oddly enough, the news release was based 
on a study in which nine of the patients com- 
plained of restlessness or loss of sleep which 
are the usual side reactions of this drug. In 
addition, the statement is made, “Dr. Rhoades’ 
patients took the drug anywhere from 1 to 20 
weeks, the average being 4.7 weeks. Of those 
continuing on Didrex, only three failed to lose 
weight.” Since when are the results of a drug 
of this type evaluated only on the patients who 
continue to use it? 


CHANGES IN DEATH RATES 


In studying the 1,656,814 deaths in the 
United States during 1959, the Public Health 
Service reports a rate of 9.4 per 1,000 — prac- 
tically the same as for 1956, but 2 per cent lower 
than that of 1957, the year of the influenza 
epidemic. 

Women continue to gain on men in life span. 
The rate per 1,000 population for white males 
decreased 0.9 per cent; for females, 1.1. Among 
nonwhites the rates for males decreased 2.6 per 
cent but among females 3.9. 

Differences between death rates for whites 
and nonwhites have become smaller over the 
past decade. In 1950 the rate for white males 
was 15 per cent lower than for nonwhites; by 
1959 the difference was 4 per cent. Among fe- 
males, a difference of 24 per cent in 1950 had 
decreased to 9 per cent in 1959. While differences 
in death rate by sex in the white population 
increased only 1 per cent during the fifties, 
(36 to 37 per cent higher for men), for non- 
whites differences in rates for men and women 
increased from a 26 to a 30 per cent higher 
rate for males. 

Facts are often buried in figures, we are told. 
Some of these bear wider publication. 


HEART AND LuNG SurGErRY UNIT 


The University of Chicago Medical Center has 
opened a 22-bed unit for heart and lung surgery 
patients. It is their opinion that patients re- 
quiring thoracic surgery need the benefit of 
every bit of specialization in this field. The unit 
will have its own treatment rooms, inter-com 
system between each bedside and the nursing 
station, and a triple oxygen and vacuum outlet 
next to each bed. 
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PHYSICIAN-PATIENT CarRpIAC INTERCOM 


A cardiac monitor that is fully transistorized 
has been developed by Westinghouse Electric. 
It indicates the heart rate on a dial and auto- 
matically sets off a high-pitched alarm signal if 
the pulse deviates or stops. It produces an 
audible “beep” during the normal heart beat. 
The unit features a radio transmitter capable 
of broadcasting an alarm signal to the physician 
who carries a receiver capable of handling alarms 
from one or more monitors. It can be heard up 
to a distance of two and one-half miles—a bit 
too far away in case the old heart decides to go 
into asystole. 


TENDER NUTRITION 


Dr. Ogden C. Johnson, assistant secretary 
of the AMA’s Council on Foods and Nutrition, 
gave members of the National Live Stock and 
Meat Board a much needed boost. He told them 
that there was not yet sufficient clinical evidence 
to establish a relationship between diet and 
heart disease. It looks like we’ll continue to have 
juicy steaks from those nice fat steers instead 
of tough stuff from lean and hungry range cattle. 


Management of infertility 


One of the fallacies doggedly persisting in the 
management of infertility is the belief that 
vaginal secretions tend to be too acid and must 
be neutralized by alkaline douches. Another is 
that retroversion of the uterus is a common cause 
of infertility. A third outmoded view is that all 
infertile women require thyroid therapy in as- 
cending doses to the point of intolerance. This 
last erroneous concept is responsible for the ad- 
ministration of 5 to 10 grains of thyroid extract 
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“Bosom BEAUTIFIER” 


A Hydro Massage was among the items seized 
last month by the FDA. A group from Okla- 
homa City claimed that it created “bosom 
beauty” by the elimination of waste material 
from the breast, assisting its chemistry to func- 
tion normally. In addition, the device restored 
muscle and cell tissue circulation, thus lessening 
the chance of disease. The FDA probably had no 
trouble proving the claims for this one contrary 
to fact. 


Most LARYNGECTOMEES LEARN TO SPEAK 


Nine out of 10 persons who lose their voices 
because of cancer of the larynx learn to speak 
again. This new data became available through 
a survey of laryngectomees conducted by the 
American Cancer Society. Seventy-five per cent 
of the laryngectomees learn to speak again using 
esophageal voice exclusively. An additional 14 
per cent talk with the aid of an electronic or 
mechanical larynx. The survey showed also that 
11 per cent cannot talk at all, and approximately 
70 per cent has a reduction in their incomes 
after .surgery. 


daily to such unfortunate patients. Finally, it 
should be recognized that the probability of con- 
ception is not in direct ratio to the frequency of 
marital relations. Too frequent sexual inter- 
course during the seven to ten day period im- 
mediately after menses may exhaust the available 
supply of spermatozoa before arrival of the time 
most propitious for conception. Robert B. Green- 
blatt, M.D. Infertility. Merck Sharp & Dohme 
Seminar Report. Winter 1960. 
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ANNOUNCEMENTS 


Mental Health Committee seminar 


The Mental Health Committee of the Illinois 
Academy of General Practice will hold its third 
seminar-discussion course on Office Management 
of Emotional Disorders February through June 
from 10:30 a.m. to noon the first and third 
Wednesdays of the month. Meetings will be held 
at the Lutheran General Hospital, 1775 Demp- 
ster St., Park Ridge. The moderator will be Dr. 
Samuel Leibman, clinical assistant professor 
of psychiatry at the University of Illinois College 
of Medicine. 

Registration fee of $30 is payabie by check 
to the Illinois Academy of General Practice, 14 
E. Jackson Blvd., Chicago 4. 


PG course on fractures 


The Philadelphia Regional Committee of 
Trauma of the American College of Surgeons 
will present a course in “Fractures and Other 
Trauma” March 2, 3, and 4 by Sir Reginald 
Watson-Jones of London, England. Others 
participating will be Dr. John Royal Moore, 
Philadelphia, and Dr. Preston Wade, New York. 
Registration is limited; the fee for the course is 
$50. For further information contact Dr. Lewis 
Manges, 2001 Delancey Place, Philadelphia 3. 


Plan for nursing home 
accreditation 


The American Nursing Home Association Ac- 
creditation Committee is working out details of 
‘a plan for accreditation of nursing homes to be 
set up on a nation-wide basis. The program, 
approved at the annual meeting in Washington, 
calls for a grouping of nursing homes into three 
categories: intensive care facility, intermediate 
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care facility, and supervised-living care facility. 
It also envisions multi-level supervision arrange- 
ments at both state and regional levels of the 
association. 

Dr. Elmer C. Kocoysky, Milwaukee, committee 
chairman, pointed out that the association ac- 
creditation program does not indicate any lack 
ot interest in plans of the Tripartite Committee 
on Accreditation made up of representatives of 
the association, the American Hospital Associa- 
tion, and the American Medical Association. 


Congress on maternal and infant 
health 


The Fifth Illinois Congress of the Illinois 
Committee on Maternal and Infant Health will 
be held at the St. Nicholas Hotel in Springfield 
February 8 through 10. The committee is com- 
posed of representatives from obstetrics, gyne- 
cology, general practice, pediatrics, anesthesi- 
ology, nursing, public health, hospital adminis- 
tration, and social service. 

The program will open with four luncheon 
conferences taking up “Staphylococcus Infec- 
tions in the Newborn Nursery,” “Regional Anes- 
thesia in Obstetrics,” and “Perinatal Mortality.” 
Two panel discussions of interest to physicians 
and at 4:30 a series of round tables dealing 
with obstetrics and gynecology complete the 
first day’s program. 

Breakfast conferences at 7:30 Thursday morn- 
ing will be followed by formal papers on “Hemo- 
lytic Disease of the Newborn” and “Extrauterine 
Pregnancy, Diagnosis, Dangers, and Therapy.” 

The remaining program is organized under 
this plan. There will be a total of 30 Breakfast 
Conferences, 8 Luncheon Conferences, and 45 
round tables designed for maximum participa- 
tion in group discussion. The Summation Lunch- 
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eon speaker Friday will be Robert A. Kim- 
brough, Jr., M.D., Cleveland. 


Ophthalmology and otolaryngology 
meeting 

The annual Spring meeting of the West Vir- 
ginia Academy of Ophthalmology and Otolaryn- 
gology will be held April 6, 7, and 8 at the Green- 
brier Hotel, White Sulphur Springs, with the 
following guest speakers: 

Dr. Harvey E. Thorpe, Pittsburgh 

Recent Developments and Personal Experi- 

ences in Cataract Surgery 

Clinical Gonioscopy 
Dr. John J. Shea, Memphis 

Fenestration of the Oval Window After Five 

Years 

Vein Graft Tympanoplasty 
Dr, F. Johnson Putney, Philadelphia 

Laryngeal Keratosis: A  Clinico-Pathologic 

Problem 

Neck Dissection in Cancer of the Larynx 
Dr. Irving H. Leopold, Philadelphia, Titles to 

be announced. 

Mr. Philip Salvatori of Obrig Laboratories 
will present an entire afternoon session on 
“The Contact Lens.” 

The registration fee is $25. For additional in- 
formation write to the secretary, Dr. Worthy W. 
McKinney, 109 E. Main St., Beckley, W. Va. 


Annual Bahamas Conferences 


The seventh annual series of Bahamas Con- 
ferences in Nassau is offering a series of medical 
conferences on the following dates: Second Al- 
lergy Conference February 9 to 15; Eleventh 
Medical Conference April 3 to 15; and Con- 
ference on Internal Medicine April 30 to May 6. 

The conferences offer an opportunity to com- 
bine a vacation with a good educational program. 
Nassau was chosen for these conferences for its 
climate, atmosphere, and geographic position. 

The registration fee_for each is $50. 


Medico-legal institute 


The Law-Medicine Center of Western Reserve 
University, Cleveland, has scheduled an institute 
on “The Skin: A Law-Medicine Problem” for 
February 17 and 18. Study by lecture and dis- 
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cussion of diseases and injuries of the skin is 
planned with emphasis on the medico-legal im- 
plications. 

The tuition fee is $25. For further details 
contact Oliver Schroeder, Jr., The Law-Medicine 
Center, Western Reserve University, Cleveland 6. 


Gill Memorial Hospital congress 


The Gill Memorial Eye, Ear, and Throat 
Hospital, Roanoke, Va., will hold its annual 
spring Congress in Ophthalmology and Oto- 
laryngology and Allied Specialties April 3 
through April 8. There will be twenty guest 
speakers and fifty lectures. 


Symposium on cancer research 


The University of Texas M.D. Anderson 
Hospital and Tumor Institute will hold its an- 
nual symposium on fundamental cancer research 
February 23 through 25 in Houston. The Bert- 
ner Foundation Award will be presented for an 
outstanding contribution in the field of cancer re- 
search at the meeting, whose theme will be “The 
Molecular Basis of Neoplasia.” The symposium 
will consist of 34 presentations by scientists from 
the United Kingdom, Austria, Israel, and the 
United States and will be devoted to nucleic 
acids, nucleic acids and proteins, mutation and 
protein structure, ribosomes and protein synthe- 


_ sis, controlling mechanisms and enzyme synthe- 


sis, and biochemical alterations induced by viral 
nucleic acids. For further information. address 
the Publications Department, the University of 
Texas M.D. Anderson Hospital and Tumor In- 
stitute, Texas Medical Center, Houston 25. 


Conference in ophthalmology 


The Chicago Ophthalmological Society will 
hold its Annual Clinical Conference May 19 and 
20 at the Drake Hotel in Chicago. According to 
the preliminary program, Dr. Harold G. Scheie, 
Philadelphia, will give the annual Gifford Mem- 
orial Lecture on May 19 at 5:15 p.m. Other 
speakers will include Count H. Arruga, Barce- 
lona, Spain; Mr. G. Leigh, London, England ; 
Dr. Bernard Becker, St. Louis; and Dr. Robert 


.N. Shaffer, San Francisco. 


Subjects of symposia include surgery and 
medical therapy of narrow and open angle glau- 
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coma and of secondary glaucoma, retinal detach- 
ment, and corneal surgery. 

Registration fee for the course, including 
round table luncheons and dinner, is $45, pay- 
able to the Registrar: Mrs. Mary E. Ryan, 1150 
North Lorel Avenue, Chicago 51. 


Clinics for crippled children 


Alton (Rheumatic Fever), Alton 

Memorial Hospital ; 

Hinsdale, Hinsdale Sanitarium 

Metropolis, Methodist Education- 

al Building 

February 2 Macomb, District Hospital 

February 2 Litchfield, Madison Park School 

February 3 Chicago Heights (Cardiac), St. 
James Hospital 

February 8 Champaign-Urbana, Mc Kinley 
Hospital 

February 8 Rock Island (Cerebral Palsy), 

Foss Home 

Springfield (Cerebral Palsy), Me- 

morial Hospital 

February 9 Anna, County Hospital District 

February 9 Springfield, St. John’s Hospital 

February 10 Evanston, St. Francis Hospital 

February 14 East St. Louis, St. Mary’s Hos- 
pital 

February 14 Peoria, Children’s Hospital 

February 15 Chicago Heights (General), St. 
James Hospital 

February 16 Elmhurst (Cardiac), Memorial 

: Hospital of DuPage County 

February 16 Rockford, St. Anthony’s Hospital 

February 21 Belleville, St. Elizabeth’s Hospital 

February 22 Elgin, Sherman Hospital 

February 23 Bloomington a.m. (General), p.m. 
(Cerebral Palsy), St. Joseph’s 
Hospital 

February 28 Effingham (Rheumatic Fever), St. 
Anthony’s Memorial Hospital 

February 28 Peoria, Children’s Hospital 


February 1 


February 
February 


February 8 


New Publication—Chicago Medicine 


The Chicago Medical Society has ceased pub- 
lication of the Chicago Medical Society Bulletin 
and is putting out Chicago Medicine in its stead. 
The first issue appeared on January 7. Dr. 
Harold Laufman, assistant professor of surgery, 
Northwestern University Medical School, is the 
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managing editor, heading a staff of three. 
Changes in format from the older publication 
include new typography, a new cover design, 
more feature articles by Chicago physicians, 
more program listings, and more pages. The 
calendar will remain its most important feature, 
and it will still appear weekly. 

It is the goal of Chicago Medicine to provide 
a forum for the closer communication of ideas 
between the members of the Chicago Medical 
Society and the city’s great medical institutions. 


Medicine on postage stamps 

Recent issues of postage stamps of medical 
interest include the following: 

Afghanistan: Two stamps mark the “Fight 
Against Malaria.” 

Austria: Dr. Anton Freiherr von Hiselsberg, 
Austrian neurosurgeon, is pictured on a stamp 
commemorating his one hundredth birthday 
anniversary. 

Belgium: A 40c stamp in a series of eight 
marking the independence of the Congo has 
medical service as the subject. 

Colombia: A 5e Red Cross stamp was obliga- 
tory on all mail in September. 

Denmark: A 60c commemorative for the 10th 
Congress of the WHO Regional Committee in 
Copenhagen shows a mother with suckling child. 

France: Six stamps with surcharges for the 
Red Cross includes one with portrait of Jean- 
Martin Charcot, French neurologist, and view 
of Saltpetriere Hospital, Paris. 

Gabon: A 200f stamp honors Dr. Albert 
Schweitzer, Nobel Prize winner. 

Haiti: The 1945 Red Cross stamp was over- 
printed twenty eighth anniversary and revalued. 

Hungary: One of four stamps honoring famous 
men portrays Dr. Ignaz Semmelweis, pioneer 
in obstetrical antisepsis. 

Tran: Three stamps commemorate the WHO 
anti-malaria campaign. 

Israel: A 25¢ stamp honors Henrietta Szold, 
American-born founder of Hadassah, established 
to promote medical education and clinics ; Hadas- 
sah Medical Center is shown in background. 

Netherlands Antilles: Three values with sur- 
charges were issued to “Help Fight Cancer.” 

Pakistan: Two stamps mark the centenary of 
the King Edward Medical College. 

Philippines: Two stamps mark the fiftieth 
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ay anniversary of the Philippine Tuberculosis Trinidad-Tobago: The General Hospital at 
sag Society. San Fernando is shown on a 10c issue. 
Bn Poland: A 50gr stamp was issued for the fifth Turkey: Stamps commemorating the Manisa 
2 Pharmaceutical Congress in Warsaw. kermis (local saint day) include two showing 
99 Rumania: Stamps in a new 21-value definitive the Manisa Lunatic Asylum. 
oes set include a 30b portraying medical assistance Viet Nam (North) : Two stamps commemorate 
and a 2.40L honoring the pharmaceutical indus- the founding of the International Red Cross. 
ide try. Viet Nam (South): A four-value Red Cross 
: Siam: Two anti-leprosy stamps were issued. set features the portrait of Henri Dunant, Red 
. Switzerland: Special stamps for various UN Cross founder. 
on agencies operating in Geneva and Berne include Yugoslavia: Two stamps were issued for the 
pairs (30c and 50c) for the WHO. benefit of the Red Cross. 
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NEWS of the STATE 


County 


Champaign 

Dr. Floyd Eugene Boys, Urbana, associate 
professor of health education, University of 
Illinois, recently became the new editor of the 
Bulletin of the Champaign County Medical 
Society. At the November meeting of the society 
the editors were commended on the bulletin’s 
new format, general improvement, and use of 
original articles. 


Cook 

Dr. MasserRMAN Gives Durr Memoriat Ap- 
press. Dr. Jules H. Masserman, professor of 
neurology and psychiatry, Northwestern Uni- 
versity Medical School, presented the G. Lyman 
Duff Memorial Address at McGill University, 
Montreal, on December 6. Dr. Masserman spoke 
on “Anxiety and the Arts of Healing.” His ad- 
dress began a lecture series he is giving at New 
York state universities and hospitals on psy- 
chotherapy and various aspects of research in 
psychiatry being conducted at Northwestern. 


Dr. Harrison ADDRESSES HEART ASSOCIATION. 
Dr. Tinsley R. Harrison, chairman of the depart- 
ment of medicine, Medical College of Alabama, 
was the speaker at the January 10 meeting of 
the Chicago Heart Association’s fifth James B. 
Herrick Memorial Lecture in Chicago. His 
subject was “Movements of the Heart, Some 
Clinical and Physiological Considerations.” 


Honorep. Three Chicago physicians were among 


those who received Founders’ Day awards for 
outstanding examples of responsible citizenship 
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to the present and future generations at the 
90th anniversary convocation of Loyola Uni- 
versity December 12. The physicians so honored 
were H. William Elghammer, chairman of pe- 
diatrics, for forty years of volunteer work on 
the faculty; John L. Keeley, chairman of sur- 
gery, for service to his medical specialty; and 
Harry A. Oberhelman, former chairman of sur- 
gery, for his dedication and inspiration as a 
teacher. 


GASTROENTEROLOGISTS ExLect Orricers. Three 
Chicago doctors were elected officers of the 
American College of Gastroenterology at its an- 
nual meeting in October. They are Edward J. 
Krol, vice president; John P. Waitkus, trustee ; 
and George J. Rukstinat, governor. 


New CoNnvaLesceNtT Home For AGED. The 
Homestead Convalescent Home, a modern, 
$650,000 one-story structure, was completed in 
Burnham in December. It accommodates 100 
elderly persons in single, double, and triple 
rooms and has x-ray and therapy rooms, an 
electronic call for nurses, a two-way intercom 
system, and complete air conditioning and fire- 
proofing. Dr. Louis J. Brody, Chicago physician 
and surgeon, is the medical director. Registered 
nurses on 24-hour duty, a physiotherapist, and 
an occupational therapist, are on the staff. Under 
the home’s medical program the patient’s own 
physician retains control of the case. 


Dr. Apams Heaps U. or C. Cancer Founpa- 
TION. Dr. Wright R. Adams, professor and chair- 
man of the department of medicine in the Divi- 
sion of the Biological Sciences, University of 
Chicago, was elected president of the University 
of Chicago Cancer Research Foundation at the 
December annual meeting. Dr. Adams has been 
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K ference age Files 15 


Blood Transfusion 


A complete blood transfusion service includes all processes from the 
donor's vein to the recipient's. Blood banking is a part of this service; adminis- 
tering blood is another. Blood banks may also be blood users. Many facilities 
do not procure or process blood, therefore, cannot be defined as “blood 
banks." They either administer blood to patients or use blood for research, and 
may store or distribute blood. Hospitals render some of the services, if not all. 


NON-HOSPITAL FACILITIES AMERICAN RED CROSS 
REGIONAL BLOOD CENTERS 


Galesburg 


Aurora 


Aurora Blood Bank and Donors’ Society 
516 South Lincoln Avenue Knox County Regional Blood Center 
American Red. Cross 


Chicago 

Beverly Blood Center Peoria 

9944 South Western Avenue Peoria Regional Blood Center 
Chicago Blood Donor Service, Inc. American Red Cross 

2056 North Clark Street 


Interstate Blood Bank, Inc. 
2444 West North Avenue 


Miche’ Research Foundation REGIONAL REFERENCE LABORATORIES 
Blood Center 

Charles Hymen Blood Center of 
930 East 31st Street Mount Sinai Medical Research 

Foundation and Hospital 
Danville Douglas Heustis, M.D., Director 
2742 West 15th Street 

Elks Blood Bank Chicago 8 


812 North Logan Avenue 


Rockford 


Northern Illinois Blood Bank, Inc. 
307 North Main Street STATE ORGANIZATIONS 


The Illinois Association of Blood 


Banks 
Waukegan Morris Goldenberg, M.D., Secretary 
Jacob Blumberg Memorial Blood Bank 9948 South Claremont 
1350 North Sheridan Chicago 


Source — Joint Blood Council “Directory of Blood Transfusion Facilities and 
Services, 1960.” 


nois Medical Journal 


JANUARY, 1961 


: 
he 
e- 
mn 
id 
a 4 
ee 
he 
he 
n, 
in 
)0 
le 
in 
m | 
in : 
od 
1d 
er 
A- 
of 
; trom the 
ty 
1e 
al 


with 
chail 


Dr. 

chief 
Cour 
to R 
Prof 
in D 
inves 


PRO} 
Univ 
prom 
clude 
Slad 
and . 
De 
man, 
surge 


Di 
Mep. 
chair 


Dr. I 
helpe 
depa. 
ever 
pract 
and } 


APPC 
appo: 
of C 
servi 
tratic 


DuP 


Th 
{ter 


for Je 


4 
a 


with the University of Chicago since 1930 and 
chairman of the department since 1949. 


Dr. GAsuL Honorep. Dr. Benjamin M. Gasul, 
chief of the pediatric cardiac service, Cook 
County Hospital, was awarded $500 at a Salute 
to Research dinner of the Chicago Business and 
Professional Men’s Chapter of the City of Hope 
in Durante, Calif. Dr. Gasul was honored for his 
investigation of diseases of the heart. 


PROMOTIONS. Seven physicians on Northwestern 
University’s Medical School faculty have been 
promoted to full professor. The promotions in- 
clude Dr. Craig Borden, medicine; Dr. Hutton 
Slade, microbiology; Drs. John W. Huffman 
and Augusta Webster, obstetrics and gynecology ; 
Dr. David Hsia, pediatrics; Dr. Irving Schul- 
man, pediatrics; and Dr. Frederick Preston, 
surgery. 


Dr. Orndorr Receives First 
MepaL. Dr. Benjamin H. Orndoff, professor and 
chairman of radiology, Stritch School of Medi- 

: cine, received the first 
Stritch Award Medal 
from Loyola University 
+ November 29 for his 
contributions to radiol- 
ogy and medical educa- 
tion in radiology. Dr. 
Orndoff joined the fac- 
ulty of Loyola just be- 
fore 1917, when it was 


still the Chicago Col- 
Dr. Benjamin H. Orndoff lege of Medicine. He 


helped found and became head of a full-fledged 
department of radiology and has been chairman 
ever since. In addition, he has been in private 
practice since 1930 and active in local, national, 
and international societies of his specialty. 


AppornteD. Dr. Donald J. Ferguson has been 
appointed professor of surgery at the University 
of Chicago. He has been chief of the surgical 
service at the Minneapolis Veteran’s Adminis- 
tration Hospital since 1954. 


DuPage 


The DuPage County Medical Society held an 
afternoon symposium on “Practical Medical and 
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Surgical Clinical Endocrinology” January 18 in 
Lemont. The speakers were Dr. William C. Per- 
kins, West Chicago; Dr. Isidore Snapper, director 
of medicine and medical education, Beth-El 
Hospital, New York, and Chicago physicians 
Louis D. Boshes, 8S. Howard Armstrong, Jr., 
and Joseph P. Evans. 


Henry 


The Henry County Medical Society in a 
November meeting in Kewanee elected Dr. 
Erwin Frankel, Toulon, president and re-elected 
Dr. Robert Younglove, Kewanee, secretary. Dr. 
H. Close Hesseltine, president of the Illinois 
State Medical Society, was the principal speaker 
at the meeting. 


Madison 


The Madison County Medical Society at its 
annual meeting in November adopted the fol- 
lowing resolution presented by Dr. Harry 
Mantz: 

Whereas the Illinois Public Aid Commission 
insists on the use of its own prescription forms 
which are wasteful of physicians’ and pharma- 
cists’ time and the taxpayers’ money. 

Now therefore be it resolved that the House 
of Delegates of Illinois State Medical Society 
instruct its Medical Advisory Committee to the 
Illinois Public Aid Commission to officially op- 
pose the use of these prescription forms. 


St. Clair 


Newly elected officers of the St. Clair County 
Medical Society are Dr. Charles H. Bauman, 
president; Dr. Lamar H. Ochs, re-elected secre- 
tary, and Mrs. Lois Morgan, executive secretary. 


Whiteside 


Dr. Rudolph Mrazek, assistant professor of 
surgery, University of Illinois, addressed the 
Whiteside County Medical Society December 15 
in Sterling on “Current Status of Chemotherapy 
of Cancer and Allied Diseases.” The appearance 
of Dr. Mrazek was arranged by the Postgraduate 
Medical Education and Scientific Service Com- 
mittee of the Illinois State Medical Society at 
the request of Dr. Julius A. Kolis, program 
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chairman of the Whiteside County Medical So- 
ciety. 


General 


Dr. Cole receives radiologists’ gold medal 


Dr. Warren H. Cole, professor and head of 
the department of surgery, University of Illinois 
College of Medicine, was awarded a gold medal 
by the Radiological Society of North America 
at its 46th annual meeting in December. He was 
honored as an “eminent scholar and researcher, 
distinguished surgeon, noted author and kindly 
teacher.” Dr. Cole was also the 1960 Carman 
Lecturer for the society and presented a lecture 
on “Visualization of the Biliary Tract’ preced- 
ing the medals awards. Dr. Cole is immediate 
past president of the American Cancer Society, 
1955 president of the American College of Sur- 
geons, and 1950 president of the Chicago Medi- 
cal Society. 


Delegates to conference on aging 


Fifteen Illinois physicians were among the 
100 delegates selected to represent Illinois at 
the White House Conference on Aging January 
9 through 12. They were Otto L. Bettag, Spring- 
field; Edward W. Cannady and J. W. Compton, 
East St. Louis; Preston V. Dilts and Leroy L. 
Fatherree, Springfield; Edward Gordon, John 
B. Hall, H. Close Hesseltine, and Leroy P. 
Levitt, Chicago; Joseph Mallary, Mattoon; Bur- 
tis E. Montgomery, Harrisburg; G. J. Pohly, 
Rock Falls; Henry T. Ricketts and Jack Wein- 
berg, Chicago, and Henry Wilson, Peoria. 

Final selection was made from over 1,000 men 
and women and included persons from big and 
little business, agriculture, labor, government, 
religion, education, architecture, health and wel- 
fare, civic, social, fraternal, and professional 
groups. 

The conference was directed to solving the 
major problems confronting older people and 
to developing programs and policies that will 
make life better for the older people of the fu- 
ture. 

The conference brought together 2,800 dele- 
gates, 1,747 of which represented states and 
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territories. The balance included delegates from 
national organizations and national advisory 
committee members and consultants. The size of 
each state delegation was determined in propor- 
tion to state representation in the House of Rep- 
resentatives, with 100 the maximum for any one 
state. In addition to the 100 Illinois delegates, 
approximately 60 additional citizens of the state 
attended as national delegates, advisors, and 
consultants. 


ACOG awards to two Chicago physicians 


Two young Chicago physicians received 
awards for outstanding scientific studies at the 
annual meeting of District VI of the American 
College of Obstetricians and Gynecologists and 
its Junior Fellow Division. They were Dr. Philip 
Ricks, University of Tlinois College of Medi- 
cine, first place, obstetrics, “Sickle Cell Anemia 
in Pregnancy,’ and Dr. Kurt Bockner, Uni- 
versity of Illinois College of Medicine, second 
place, gynecology, “Cervical Cytological Screen- 
ing Program at an Air Force Base.” Prizes were 
$100 for first place and $50 for second. 

Dr. Thomas J. McGrath, Cook County Hos- 
pital, was elected secretary of the district divi- 
sion, which includes seven states: Illinois, Iowa, 
Wisconsin, Minnesota, North and South Dakota, 
and Nebraska—and Manitoba and Saskatchewan, 
Canada. 


Appointees to cancer and necropsy boards 


Three members were reappointed in December 
to the Advisory Board of Cancer Control in the 
Illinois Department of Public Health for three- 
year terms expiring Sept. 1, 1963. Members 
named are Dr. Edwin F. Hirsch, Presbyterian- 
St. Luke’s Hospital, Chicago; Dr. Charles L. 
Leonard, St. Anthony’s Hospital, Rockford, and 
Dr. James M. Christie, Champaign. 

Governor Stratton also named Dr. Jacob E. 
Reisch, Springfield, to the Advisory Board on 
Necropsy Service to Coroners. His term of office 
expires Nov. 1, 1963. 


Southern Illinois physicians ok student 
loan fund 


Members of the Southern Illinois Medical As- 
sociation at a business meeting in November ir 
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Murphysboro approved a plan to participate in 
the support of the student loan fund directed 
by the Illinois Agricultural Association. The 
need for such a plan was readily recognized by 
members of the association. For this purpose 
the association increased the amount of the an- 
nual dues by $1. 


Advisory committee appointees 


Ten physicians were among those appointed 
‘o an advisory committee named by Gov. Kerner 
to aid reorganization of the State Department 
of Public Welfare. They are Walter Baer, a 
Peoria psychiatrist; Ner Littner, Chicago, child 
psychiatrist ; Jack Weinburg, University of Chi- 
cago psychiatrist; Fred Slobe, chairman of the 
Chicago Public Welfare Commission; John 
Madden, professor of psychiatry, Loyola Univer- 
sity; C. Knight Aldrich, University of Chicago 
psychiatrist; F. Garm Norbury, Jacksonville, 
past president of the Illinois State Medical 
Society; Roy Grinker, psychiatrist at Michael 
Reese Hospital; Gerald O’Connor, president of 
ihe Illinois Association for Mental Health, and 
Nathaniel Apter, staff researcher at Manteno 
State Hospital. 


Honor awards in medical journalism 


Medical journals associated with Chicago were 
recipients of three of the four 1960 Honor 
Awards for Distinguished Service in Medical 
Journalism, presented by the American Medical 
Writers’ Association. 

The New Physician, published by the Student 
American Medical Association with editorial of- 
fices in Chicago, for general medical periodicals 
of more than 3,000 copies per issue. Mr. Russell 
F. Staudacher is editor; Miss Evelina T. Loke, 
managing editor. 

Quarterly Bulletin of Northwestern Univer- 
sity Medical School, for general medical periodi- 
cals of less than 3,000 copies per issue. Barry J. 
Anson, Ph.D., is editor; Miss Jane W. Bell, 
managing editor. 

Cancer Research, published in Chicago, for 
liedical periodicals devoted to some specialty in 
medicine or medical science. Dr. Harold P. 
Rusch, Madison, Wis., editor-in-chief. 

Dr. Dean F. Smiley, Evanston, executive di- 
reetor, Education for Foreign Medical Gradu- 
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ates, received the 1960 Distinguished Service 
Award given to a fellow of the association. Dr. 
Lowell T. Coggeshall, vice president of the Uni- 
versity of Chicago, was recipient of the Honor 
Award to non-members for leadership in medical 
research and administration, lucid writing of 
several hundred medical articles, and energetic 
editorial capacity. 

The awards, each consisting of a plaque, were 
presented at the annual meeting of the Associa- 
tion November 18. 


Deaths 


Frank A. ANDERSON*, retired, Chicago, a 
graduate of the Chicago College of Medicine 
and Surgery in 1913, died December 1, aged 74. 
He was a founder and former director of Frank- 
lin Boulevard Hospital and a fellow of the 
American College of Surgeons. Dr. Anderson 
had practiced in Chicago for 33 years before his 
retirement. 

Mitton JoHn Bascock*, Biggsville, a grad- 
uate of the Hahnemann Medical College and 
Hospital in 1906, died November 14, aged .88. 
He was the president of the Henderson County 
Medical Society and had practiced in Biggsville 
for 42 years. 

HerMAN CuHor*, Chicago, a graduate of the 
University of Maryland School of Medicine and 


‘College of Physicians and Surgeons, John’s 


Hopkins University in 1934, died November 11, 
aged 56. Dr. Chor was on the staff of Wesley 
Memorial Hospital and an associate professor in 
the neurology and psychiatry department at 
Northwestern University Medical School. He 
was a Navy commander during World War II 
and was in charge of neuropsychiatry at the 
Pearl Harbor Hospital. He was the author of 
numerous articles in his field. 

LAURENCE A. DONDANVILLE*, Moline, a grad- 
uate of Northwestern University Medical School 
in 1924, died November 14, aged 69. Dr. Don- 
danville was a member and past president of 
the Rock Island Medical Society and was named 
“doctor of the year” by the organization in 1955. 
He was a member of the staffs of St. Anthony’s 
and Moline Public hospitals and was past presi- 
dent of the latter. Dr. Dondanville had practiced 
in Moline for 35 years and was a member of 
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the Moline Elks, Moline American Legion Post 
246, and was a 4th degree Knight of Columbus 
of Loras Council. 

Fak, Chicago, a graduate of Jeffer- 
son Medical College, Philadelphia in 1907, died 
November 2, aged 76. In 1931 Dr. Falk and his 
brother founded Baxter Laboratories, in Morton 
Grove, and pioneered in the development of safe 
solutions for intravenous feeding. He was a 
surgeon in Boise, Idaho, for many years and 
served as secretary of the Idaho State Board 
of Health from 1910 to 1914. He was on the 
staffs of St. Alphonsus and St. Luke’s hospitals 
in Boise for 32 years and county physician in 
Ada, Idaho, from 1909 to 1910. During World 
War I he was a captain in the U.S. Army Medi- 
cal Corps. Dr. Falk was a fellow of the American 
College of Surgeons and a member of Sigma Phi 
Epsilon fraternity. 

GrorGE Kart Fenn*, Chicago, a graduate of 
Northwestern University Medical School in 
1913, died November 23, aged 70. Dr. Fenn was 
president of the Chicago Heart Association from 
1947 through 1954 and a member of the asso- 
ciation’s board of governors for 24 years. He 
was also chief of staff at St. Luke’s from 1943 
until shortly before its merger in 1956 with 
Presbyterian Hospital and director of the elec- 
trocardiograph laboratory at Presbyterian-St. 
Luke’s until he resigned in October because of 
ill health. Dr. Fenn began teaching at North- 
western University Medical School in 1920, be- 
came a professor in 1952, and professor emeritus 
in 1956. 

CHARLES ARTHUR FLEISCHNER, San Diego, a 
graduate of Loyola University in 1920, died Oc- 
tober 21, aged 65. Dr. Fleischner was on the staff 
of Lutheran Deaconess Hospital in. Chicago until 
1943 and served with the U.S. Navy in World 
War II, attaining the rank of Commander. He 
had lived in San Diego since 1946. 

ZoLTAN GALAMBOs*, Chicago, a graduate of 
Univerzita Komenskeho Fakulta Lekarska, 
Bratislava, Czechoslovakia, in 1920, died Novem- 
ber 2, aged 65. He was a past president of the 
staff of American Hospital and a member of the 
American Academy of Tuberculosis Physicians 
and the Trudeau Society. He came to this coun- 
try from Hungary 36 years ago to practice medi- 
cine. 

Leo ALBert GoopMan, Chicago Heights, a 
graduate of Northwestern University Medical 


64 


School in 1910, died September 6, aged 73. 

S. James Harprecut*, Chicago, a graduate 
of St. Louis University School of Medicine in 
1920, died November 5, aged 70. He was an as- 
sociate staff member of Metcy Hospital and a 
courtesy staff member of St. Francis Hospital 
in Evanston. He was a member of the American 
Geriatrics Society and the Knights of the Order 
of St. Gregory the Great. 

Leonarp H. Harris*, Peoria, a graduate of 
the Northwestern University Medical School in 
1933, died December 4, aged 55. He was former- 
ly on the faculty of Northwestern University’s 
Medical School and was a former president of 
the American Academy of Allergy. He had prac- 
ticed in Peoria for 15 years and was a lieutenant 
commander in the Navy in World War II. 

Victor J. Hays*, Chicago, a graduate of 
Rush Medical College in 1924, died November 2, 
aged 70. Dr. Hays had been a staff member at 
West Suburban Hospital for 35 years. 

Ernst Herman HorrMan, Chicago, a grad- 
uate of Northwestern University Medical School 
in 1908, died November 10, aged 77. Dr. Hoff- 
man was a member of the Christian Medical 
Association, the Chicago Medical Association, 
and the Wilson and Oaron Legion posts of Chi- 
cago. He served as a captain in the medical corps 
in World War I and then practiced in Chicago 
and Des Plaines. 

Harry Jay [RELAND*, Peoria, a graduate of 
Northwestern University Medical School in 
1934, died August 26, aged 58. Dr. Ireland was 
past president of the staff of St. Francis Hos- 
pital in Peoria and was president of the Peoria 
County Medical Society at the time of his death. 
He was a consultant at the Peoria State Hos- 
pital, a fellow of the American College of Sur- 
geons, and a veteran of World War II. 

Grorce E. Kirsy*, Spring Valley, a graduate 
of the Jenner Medical College in 1915, died No- 
vember 20, aged 74. He was chief surgeon at St. 
Margaret’s Hospital in Spring Valley, vice presi- 
dent of the Illinois State Medical Society in 
1952 and 1953, and past president of the Mis- 
sissippi Valley Medical Society. 

Dr. Kirby was a member of the Illinois Sur- 
gical Society, Illinois Society for Medical Re- 
search, American Geriatrics Society, Association 
of American Physicians and Surgeons, and th 
American Academy of General Practice. He wa: 
vice president of the Bureau County chapter o! 
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‘he National Foundation for Infantile Paralysis 
‘or 20 years and was a Spring Valley public 
health officer. He was an honorary life member 
of the Spring Valley Rotary Club, a member of 
he Elks Lodge at Princeton, and a past presi- 
‘ent of the Hall high school board of education. 

JoHN Minton MitcHeLL, Evanston, a grad- 
uate of Northwestern University Medical School 
in 1916, died November 29, aged 73. Dr. Mitch- 
cll was on the staff of Evanston Hospital and 
»ad practiced in Evanston over 40 years. During 
‘Vorld War I he was a captain in the Army medi- 
cal corps. 

Ross Lee Morer*, Albion, a graduate of 
ijarnes Medical College, St. Louis, in 1904, died 
November 18, aged 80. He was on the staff of 
Wabash General Hospital and a 50-year member 
of the Hermitage Masonic Lodge at Albion. 

P. Eart Rocers*, Aurora, a graduate of the 
Chicago College of Medicine and Surgery in 
1916, died November 17, aged 70. He was on 
the staffs of Copley Memorial, St. Joseph Mercy, 
and St. Charles hospitals and served as a first 
lieutenant in World War I. He had practiced in 
Aurora for 44 years. 

Rosert C. Romano*, Chicago, a graduate of 
Stritch School of Medicine of Loyola University 
in 1948, died November 21, aged 35. Dr. Ro- 
mano had been on the staff of Loretto Hospital. 
During World War II he served with the Navy 
Medical Corps. 

ALBERT J. SCHOENBERG*, retired, Druid 
Hills, North Carolina, a graduate of the Uni- 
versity of Illinois College of Medicine in 1899, 
died October 30, aged 89. Dr. Schoenberg was 
chief of staff of the old Evangelical Deaconess 
Hospital and on the staff of Augustana and IIli- 
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nois Masonic hospitals. He had been an instruc- 
tor of gynecology at the University of Illinois 
Medical School. 

Cuauncey E. ScouyLer*, Harvard, a grad- 
uate of Stritch School of Medicine of Loyola in 
1941, died November 27, aged 61. Dr. Schuyler 
also had a degree in dentistry from Loyola Uni- 
versity School of Dentistry. He was on the staff 
of St. Luke’s Hospital for a year before going 
to Denver, where he was a resident on the staff 
of St. Luke’s Hospital. Fourteen years ago he re- 
turned to Harvard, when he was on the surgical 
staff at the Harvard Hospital and a health offi- 
cer. 

HERMAN M. Sotoway*, Chicago, a graduate 
of the University of Illinois College of Medicine 
in 1922, died December 2, aged 68. Dr. Soloway 
was attending urologist at Cook County Hospital 
for 30 years. He was the State Public Health 
Department’s first venereal disease control officer. 

Joun Bb. Surno*, Peoria, a graduate of the 
Chicago Medical School in 1933, died July 29, 
aged 57. He had been medical director of the 
American Red Cross Center and was a veteran 
of World War II. 

Cari Warers*, Elmwood Park, a graduate 
of the University of Illinois College of Medicine 
in 1932, died December 2, aged 55. He was a 
staff member of Oak Park, West Suburban, and 
Northwest hospitals. 

Witi1AM YONKER*, Chicago, a graduate of 
the University of Illinois College of Medicine 


‘in 1922, died August 18, aged 64. He was a 


veteran of World War II. 


*Indicates member of the ,Illinois State Medical 
Society 
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BOOK REVIEWS 


COMPLICATIONS OF SURGERY AND THEIR MaAN- 
AGEMENT. Curtis P. Artz, M.D., and James 
D. Hardy, M.D. $23. Pp. 1075. Philadelphia 
and London, W. B. Saunders Company, 1960. 
This large and unparalleled volume heralds the 

voice of a new generation in the literature of 
American surgery. Although many familiar, 
older names are present among the 71 contribu- 
tors to this work, a host of newer surgeons has 
written a large portion of the text. Instructors, 
associates, and even one resident, Stuart Roberts 
of the University of Illinois, are represented 
here. Their contributions are refreshingly well 
done, concisely presented, and display amazing 
experience. 

Half of the book is devoted to complications 
common to surgical therapy in general. Radia- 
tion therapy, spread of cancer, and anesthesia 
complications are included. Familiar contribu- 
tors such as Claude S. Beck, Warren Cole, and 
James Hardy are well displayed, but outstanding 
chapters such as “Complications of Antibiotic 
Therapy” and “Infections in Surgery,” the 
former by Edwin J. Pulaski and the latter by 
Curtis P. Artz, dominate this first portion of the 
book. 

In the more specific chapters, such standard 
bearers as Frank Glenn (Biliary Tract), Arthur 
H. Blakemore (Portacaval and Splenorenal 
shunts), and Leo Zimmerman (Hernia Repair) 
along with Altemeir, Waugh, Clatworthy, and 
Zollinger carry the major load. Such pitfalls as 
repetition of common complications in each 
chapter, explication of technical procedures, 
and needless description of disease processes are 
avoided. Editing is good, errors are few, and a 
wealth of otherwise unavailable material is 
gathered and presented. 

Criticism of such a first-rank work is difficult. 
Perhaps more illustrations would be helpful in 
breaking up the text, but this is a minor point. 


The book will be of great value to practicing 
surgeons, to residents in their senior year, and 
to surgical libraries. It should be required read- 
ing for today’s busy, competent general surgeon. 

John J. Bergan, M.D. 


Factors CONTROLLING ERYTHROPOIESIS. James 
W. Linman, M.D., and Frank H. Bethell, 
M.D. $8.25. Pp. 208. Springfield, Ill., Charles 
C Thomas, 1960. 
lt is generally agreed that humoral factors 

are of primary importance in the control of 

erythropoiesis. In this monograph the authors 
review and contribute experimental evidence for 
the existence of humoral erythropoietic factors ; 
methods of demonstrating erythropoietic activ- 
ity: and some of the chemical, physical, and 
physiological characteristics of the factors which 
govern erythropoiesis. The term “erythropoie- 
tin,” first suggested by Bonsdorff and Jalavisto, 
has received wide acceptance as a designation for 
the humoral erythropoietic agent. The authors 
believe that there are at least two factors capable 
of stimulating erythropoiesis and prefer to call 
them “plasma erythropoietic factors.” They state 
that one humoral factor augments hemoglobin 
production ; a second humoral factor governs the 
mitotie activity of erythrocytic precursors. Ex- 
perimental studies with butyl alcohol sugges‘ 
that not only erythroid activity but all aspect: 
of hematopoiesis are subject to humoral control 

The authors document their contentions on the 

basis of their own, previously published labora 

tory studies as well as a thorough review of th: 
literature. It must be pointed out, however, tha 
some of their views are not subscribed to by al 
investigators in this field. 

The chapters on the control and site(s) o- 
production of the erythropoietic factor(s) ar: 
informative but also contain elements of specula- 
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tion. The final chapter on the role of the erythro- 
poietic factors in man considers the apparent 
roles of the humoral factors in a variety of 
a iemias, secondary polycythemia, and polycythe- 
pia vera. There is an exhaustive bibliography of 
2:0 references. 

In spite of some speculative and controversial 
a-pects, this book is timely and presents a com- 
pehensive picture regarding the present status 
erythropoietic factors. 

Louis R. Limarzi, M.D. 


CIGARETTE Habit — A SCIENTIFIC CURE. 
Arthur King. $2. Pp. 96. New York, Double- 
day & Company, 1959. 

The monograph adds another reference to the 
growing bibliography on the relation of smoking 
and disease. The general habit of smoking to- 
baeco is discussed, but most, if not all, of the 
specific points brought out refer to the smoking 
of cigarettes. 

Having failed at one attempt to break the 
cigarette habit, the author busied himself in an 
analysis of this habit. He immediately became 
impressed by the similarity of his symptoms on 
trying to break the cigarette habit to those 
addicts’ experience on the withdrawal from alco- 
hol or narcotics. Further research led him to the 
opinion that in some persons addiction did, in 
fact, occur. This led him to develop a method 
for quitting the cigarette habit that could be 
used by virtually all its victims. 

Smokers are classified into four categories: 

(a) The light smoker (5% of victims) con- 
sumes less than a pack of cigarettes a day, 
enjoys the mechanical features of the 
habit as much or more than the actual 
smoking. The majority of pipe and cigar 
smokers are thus catalogued. 

(b) The medium smoker, who makes up some 
45 per cent of the cigarette smokers, con- 
sumes one pack of cigarettes per day on 
the average. He smokes rather steadily, 


except for occasional periods of excess — 


when he usually realizes that the practice 
might be injurious. Periodically he quits 
smoking, often merely to prove his ability 
to do so; yet with like consistency he re- 
turns to the habit. 
(c) The heavy smoker (40% of victims) gen- 
erally consumes more than one pack of 
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cigarettes a day. Smoking bothers him 
frequently, and he often considers quit- 
ting. When he does quit, it usually be- 
comes an ordeal, and he returns to his 
habit and accepts its penalties rather than 
the torments of quitting. 

(d) To qualify as a cigarette addict, (10% 
of victims) the quantity of tobacco con- 
sumed is not the only measure. Smoking 
is an integral part of this person’s daily 
pattern. He enjoys it and continues to 
smoke in spite of its ill effects on him. 
He cannot even bear the thought of quit- 
ting. He is, in fact, addicted. 

The procedure of quitting can hardly be sum- 
marized; the interested person should refer to 
the text where the program is detailed and elab- 
orate. 

It consists of various preparatory steps de- 
signed to put the victim in an appropriate frame 
of mind over a period of 21 days. This time will 
be used to decrease the cigarette enjoyment 
and thereby re-enforce the determination to quit. 

The actual process of quitting is again en- 
hanced by similar psychological maneuvers aided 
by medicaments and drugs such as caffeine and 
antihistamines. For cigarette addicts, dexedrine 
and phenobarbital are utilized in place of the 
latter. Again, this period requires twenty-one 
days, but can be passed through without serious 
withdrawal symptoms if all goes well. 

The final chapter deals with the controversial 


aspects of the causal relation of cigarette smok- 


ing to disease, notably lung cancer. 

It is interesting that the author should ex- 
pend such effort in elaborating a plan for quit- 
ting cigarettes while saying that “except for a 
relatively few unfortunate smokers, who, .. . 
become just as addicted to cigarette smoking as 
do certain individuals become addicted to al- 
cohol or drugs — tobacco smoking, including 
cigarette smoking, is a boon and not a threat to 
human life and society.” 

The effort may be justifiable, however, when 
he says “I know that many smokers who should 
quit will quit and that the vast majority of 
smokers can go back to smoking with a peace 
of mind they haven’t enjoyed since the Great 
Lung Cancer Scare began.” : 

From personal experience, as a reformed heavy 
smoker, (I did not quite check out as an addict) 
the key to success is a compelling reason for 
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quitting. I ceased abruptly. In retrospect, how- 
ever, perhaps my own slow acceptance of the ade- 
quacy of the reason and the squirming maneu- 
vers I used to escape the direct force of compul- 
sion may have taken the place, quite by accident, 
of what author King proposes by intent. 

Hiram T. Langston, M.D. 


AMERICANS View THEIR MeEnTAL HEALTH. 
Gerald Gurin, Joseph Veroff, and Sheila Feld. 
$7.50. Pp. 444. New York,-Basic Books, Inc., 
1960. 

This volume is an important contribution to 
the status of mental health in the United States 
having been prepared by the Survey Research 
Center for the Joint Commission on Mental IIl- 
ness and Health. The directors of both organiza- 
tions, Dr. Angus Campbell and Dr. Jack R. 
Lwalt, supported and encouraged the total study. 

The survey on mental health in the nation was 
launched to measure the level at which people 
were living with themselves and to investigate 
their anxieties, weakness, strengths, and how 
problems are met and coped with under varying 
circumstances. Some 2,500 adults over twenty- 
one years of age selected by methods of prob- 
ability sampling were interviewed by the Survey 
Research Center, and two broad areas were cov- 
ered by the data collected in.the interviews: (1) 
feelings of adjustment and (2) methods of han- 
dling emotional problems. In the first large 


Enthusiasm is the best protection in any situa- 
tion. Wholeheartedness is contagious. Give your- 
self, if you wish to get others. —David Seabury 
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traordinarily well. —-Bishop Gore 


group is considered a galaxy of subjects, anc 
these are chapters listed as: General Adjustment 
Perceptions of the Self, Marriage, Parenthood 
Job, Symptom Patterns, and Selected Demo 
graphic Characteristics and Adjustment. In the 
second large area is included: The Readiness for 
Self Referral, People Who Have Gone for Help 
A Critical Group, Personal and Informal Re- 
sources, and Availability of Resources. 

From these two large spheres necessarily come 
summaries, conclusions, and implications as to 
how Americans are facing their emotional prob- 
lems. The average person recognizes subjective 
psychologic difficulties which he will not accep: 
with apathy but instead with the awareness that 
he requires; then he will seek help. This high 
degree of self percertion and willingness for 
Americans to admit that they have problems 
and weaknesses is prevalent throughout the 
country and gaining stronger utterance than 
heretofore. Unfortunately there is a shortage of 
trained mental health personnel to aid in this 
education program. 

This excellent study has raised social and eco- 
nomic questions as well as questions on mental 
health which cannot be avoided or brushed aside. 
The problem is all around us and is a continuing 
professional and public responsibility. More 
studies such as this one help emphasize the 
pressing problems in the field of mental health 
today. Everyone in the discipline should read 
the facts as outlined in this splendid tome. 
Louis D. Boshes, M.D. 


God does not want us to do extraordinaiv 
things: He wants us to do ordinary things e:- 
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Afier a history and a physical ruled out organic disease, 
the physician diagnosed the case as recurring states of 
an iety. To relieve these symptoms for this busy, on-the-go 
housewife, he prescribes Meprospan-400, the only 
meprobamate in sustained-release form. 


Calm and relaxed, the patient is no longer upset by the 
pressures and irritations met in everyday life, nor is she 
likely to be incapacitated by autonomic disturbances, 
drowsiness, ataxia or other untoward reactions. 


Pescefully asleep, the patient enjoys beneficial rest . . . 
Meprospan-400 has relieved the tensions that previously 
prevented sleep or kept her tossing and turning throughout 
the night. 


As directed, the patient takes one Meprospan-400 capsule 
at breakfast. Her symptoms of tension and nervousness are 
soon relieved, and she will not have to remember to take 
another capsule until dinnertime. 


Alert and attentive, the patient participates in a P.T.A. 
meeting, following her second capsule of Meprospan-400 
taken with the evening meal. Meprospan-400 does not 
decrease her mental efficiency or interfere with her normal 
activities or behavior. 


most widely prescribed tranquilizer .. . 
most convenient dosage form... 


ONE CAPSULE LASTS 12 HOURS 


Meprospan-400 


400 mg. MILTOWN® SUSTAINED-RELEASE CAPSULES 


Usual dosage: One capsule at breakfast lasts all day, one capsule with 
evening meal lasts all night. Supplied: Meprospan-400, each blue- 
topped sustained-release capsule contains 400 mg. Miltown. Also 
available: Meprospan-200, each yellow-topped sustained-release capsule 
contains 200 mg. Miltown. For children: Capsules can be opened and 
the coated granules mixed with soft foods or liquids, 

Both potencies in bottles of 30. 


Samples and literature available on request. 
QU) WALLACE LABORATORIES / Cranbury, N. J. 
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Sunlight and aging skin 

During a lifetime, the skin is exposed to a 
large amount of irradiation from sunlight. This, 
of course, varies with occupation, recreational 
habits, geographic factors, and clothing. Unna 
was first to call attention to the high incidence 
of skin cancer among sailors exposed to sun- 
light, and his findings and conclusions have been 
confirmed by others. Although carcinogenesis 
has been emphasized adequately, there has been 
relatively little comment in the literature in re- 
gard to the role sunlight plays in aging of the 
skin. Many visible signs of aging are the results 
of accumulated ultraviolet damage. Such find- 
ings are evident both grossly and histologically. 
Among the changes related to exposure to sun- 
light are a dry, coarse, and leathery appearance 
of the skin; laxity with wrinkling; and various 
pigmentary changes. With its natural protection, 
the Negro skin has much less actinic damage, 
and elderly Negroes often manifest a deceptively 
youthful appearance. John M. nox, M.D. 
Harmful Effects of Sunlight. Teavas J. Med. 
Aug., 1960. 


The price of haste 


Some years ago a white explorer was con- 
ducting a safari in darkest Africa, and for four 
days he had driven his native bearers unmerci- 
fully. They covered perhaps twice as much mile- 
age as usual on such a trip. But on the fifth day 
he got up all ready to go early in the morning, 
and the natives were all squatting on their 
haunches, and they refused to move. Well, he 
berated them and urged them to no avail. And 
finally the leader spoke up and he said, “My men 
say that for the last four days they have traveled 
so rapidly and so far that they have left their 
souls behind. They are just going to sit here and 
wait until their souls catch up to their bodies. 
W. D. Snively, Jr., M.D. Medical Practice a 
Century Ago. Arizona Med. Aug., 1960. 


Action and feeling go together and by regulat- 
ing the action which is under the more direct 
control of the will, we can regulate the feeling, 
which is not. 

—William James 


Keliable 


PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


Professional Protection Exclusively since 1899 


CHICAGO OFFICE: 
T. J. Hoehn, E. M. Breier and W. R. Clouston, Reps. 


1142-44 Marshall Field Annex Bldg. 


Tel. STate 2-0990 


SPRINGFIELD OFFICE: F. A. Seeman, Rep. 
Mailing Address: Rochester, Illinois Tel. (Springfield) Kingswood 4-2251 
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Squibb Triple Sulfas (Trisuifapyrimidines) 


Clinical experience continues to prove that 
TERFONYL provides many special advantages 
fundamental to successful antibacterial therapy. 


- specificity for a wide range of organisms . superinfection rarely 
encountered . soluble in urine through entire physiologic pH range 
- minimal disturbance of intestinal flora . excellent diffusion through- 
out tissues . readily crosses blood-brain barrier . sustained 
therapeutic blood levels . extremely low incidence of sensitization 


SUPPLY: Tablets, 0.5 gm. » Suspension, raspberry flavored, O.5 gm. per teaspoonful (Scc.). ° 


Squibb Quality—the Priceless Ingredient 


“rerronver® 1S A SQUIBB TRADEMARK 


for January, 1961 
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PROTECTION AGAINST LOSS OF INCOME 
FROM ACCIDENT & SICKNESS AS WELL AS 
HOSPITAL EXPENSE BENEFITS FOR YOU AND 
ALL YOUR ELIGIBLE DEPENDENTS 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


Professional Appointment Book 
Sent To You FREE Upon Request 


CONSIDER NOW 


These Outstanding Insurance Plans available to Members 
of THE ILLINOIS STATE MEDICAL SOCIETY: 


1. THE DISABILITY PLAN: 
Provides an income when unable to practice at your 
profession due to an accident or illness condition. 


2. MAJOR HOSPITAL & NURSE EXPENSE PLAN: 
The new Catastrophic Hospital and Nurse Expense 
Plan makes up to $10,000.00 available for you and 


your dependents. 


Both Plans provide a substantial premium saving. 


Write or telephone today for further details 


PARKER, ALESHIRE & COMPANY 
Established 1901 


175 West Jackson Bivd. Chicago 4, Illinois 
Telephone WAbash 2-1011 


Administrators of Special Group Plans 
for Professional Organizations 
and 
General Insurance — Life, Fire 
Automobile, all Casualty Lines 


Looking ahead 


We need particularly to develop at the Univer- 
sity of Chicago a comprehensive and outstanding 
group working in the field of molecular biology. 
This field concerns itself with the ways in which 
individual molecules, such as nucleic acid mole- 
cules, act within a cell so as to direct the activi- 
ties of the cell or to participate in its actions 
and reactions. Fortification of the workers in 
this area will, in my view, provide a more bounti- 
ful local spring for the nourishment of our own 
efforts in Chicago in behalf of the cancer prob- 
lem. We must also nourish the channels of com- 
munication and of development, wherein funda- 
mental knowledge is refined and adapted locally 
. . . for application to human disease. We must 
assure ourselves that patients with malignant 
disease will always find at the University the 
most modern hospitals, the most learned phy- 
sicians, and the most up-to-date facilities and 
equipment, so that in the decades ahead all our 
patients will have the full benefit of modern 
knowledge without a day’s unnecessary delay. 
H. Stanley Bettett, M.D. Address to Board of 
Trustees of the University of Chicago Cancer 
Research Foundation. Dec. 1, 1960. 


I'd like to stay here 
Doctor but there’s no 
place near this office to 
park my car. 
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stops tension 


For neuralgias, dysmenorrhea, upper respiratory dis- 
tress, and postsurgical conditions...new compound 
kills pain, stops tension, reduces fever— gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, 
totally different analgesic combination 
that contains three drugs. First, Soma: a 
new type of analgesic that has proved to 
be highly effective in relieving both pain 
and tension.” Second, phenacetin: a 
“standard” analgesic and antipyretic. 


NEW NONNARCOTIC ANALGESIC 


soma 


Third, caffeine: a safe, mild stimulant 
for elevation of mood. As a result, the 
patient gets more complete relief than he 
does with other analgesics. Soma Com- 
pound is nonnarcotic and nonaddicting. 
It reduces pain perception without im- 
pairing the natural defense reflexes.” 


Composition: 

Soma (carisoprodol), 200 mg.; 
phenacetin, 160 mg.;’ 

caffeine, 32 mg. 

Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 
apricot-colored, scored tablets, 


NEW FOR MORE SEVERE PAIN 


soma (Jompound: codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Com- 
pound boosts the effectiveness of codeine. Therefore, only 4 grain of 
codeine phosphate is supplied to relieve the more severe pain that 


usually requires \Y grain. Composition: Same as Soma Compound plus %4 grain 
codeine phosphate. Dosage: 1 or 2 tablets q.i.d. Supplied: Bottles of 50 white, lozenge- 
shaped tablets; subject to Federal Narcotics Regulations. 


“Refzrences available on request. 
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Sarcoidosis 


To put before you briefly a picture of this 
disease is very difficult because it is so varied 
in its manifestations. It may present itself with 
manifestations in the skin. I mention this first, 
because that is historically the way it first came 
to medical attention. The most frequent way in 
which it presents itself, these days, is through 
its pulmonary manifestations, largely because 
of the widespread use of routine chest radiog- 
raphy. In the early stages, and sometimes 
throughout the whole course, the rather striking 
pulmonary manifestations may cause no symp- 
toms at all, and for this reason they are frequent- 
ly found on routine radiography of apparently 
well people. Sarcoidosis may come to light as 
the result of an appearance of a generalized en- 
largement of lymph nodes, and in such cases it 
can mimic such conditions as Hodgkin’s disease 
and other forms of reticuloendotheliosis. Quite 
frequently it comes to light because of manifesta- 
tions in the eyes, such a chronic iridocyclitis, 
usually bilateral but sometimes unilateral. Oc- 
casionally, the patients first have general con- 


stitutional symptoms. J. D. Scadding, M.D. 
Sarcoidosis. Delaware M. J. June 1960. 


Dr. Kendall’s research 


I must add too that over the continuing years 
in which Doctor Edward C. Kendall carried on 
his adrenal studies many were skeptical of much 
of importance coming out of them, and since it 
was a very expensive laboratory to maintain, 
from time to time objections were raised to its 
continuation. Fortunately Mr. Harry J. Harwick 
and members of our sciences committee and of 
the Board of Governors backed Doctor Kendall 
from year to year until he attained success, but 
I shudder to think that had it not been for a 
few men, particularly those whom I mentioned, 
Kendall’s work would have been discontinued 
because of the expensive character of the re- 
search. Waltman Walters, M.D. A Surgeon’s 
Progress. Minnesota Med. June 1960. 


The employer generally gets the employees he 


deserves. 
—Sir Walter Bilbey 


THERAPEUTIC—NOT CUSTODIAL 


return to the community. 


peutically oriented Forest Hospital. 


Forest Hospital is devoted to intensive, short-term treatment for psychiatric 
patients. The guiding philosophy is therapeutic—not custodial. The goal is early 


Is this a realistic goal? Our records show that it is. Average-patient-stay at 
Forest Hospital compares well with average-patient-stay at general hospitals. 
When your patient requires psychiatric care, consider the advantages of thera- 


Fully Approved: Central Inspection Board of American Psychiatric Association 


Joint Commission on Accreditation of Hospitals 
A Blue Cross-Blue Shield Plan Hospital 
Rudolph G. Novick, M.D. 

Medical Director 


555 WILSON LANE «+ ODES PLAINES, ILLINOIS * VANDERBILT 4-2193 


HOSPITAL 
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nervous tension 
rapid action - non-narcotic + economicat 


® 
relieves pain, 
muscle spasm, 


“We have found caffeine, used in combination with acetylsalicylic acid, 
acetophenetidin, and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 
effective medicaments for the symptomatic treatment of headache due to tension.” 
Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 


Each contains: Sandoptal (Allylbarbituric Acid N.F. X) 
Poissy Faocival Tablets and 50 mg. (3/4 gr.), caffeine 40 mg. (2/3 gr.), acetylsalicylic acid 
ew Form — Fiorinal Capsules 200 mg, (3 gr.), acetophenetidin 130 mg, (2 gr.). sxyod 
Dosage: 1 or 2 every four hours, according to need, up to 6 per day 


The NORBURY SANATORIUM 


JACKSONVILLE, ILLINOIS INCORPORATED and LICENSED 


For the Treatment of Nervous and Mental Disorders 
FRANK GARM NORBURY, M.D., Medical Director 


THE NORBURY SANATORIUM, Jacksonville, Illinois 


Drug reactions 


Allergy to drugs is the most serious problem 
in pharmacotherapy. New pharmaceuticals ap- 
pear almost daily, and we continue to search for 
the ideal drug which produces a desired effect 
without unwanted actions. Disregarding all of 
the proprietaries and combinations of drugs, 
there were 742 additions to the Pharmacopoeia 
of the United States from 1935 to 1955 as com- 
pared with 182 new compounds in the previous 
20 years. The pharmacology and toxicology of 
these drugs can be studied precisely, but only 
after prolonged clinical use can we become 
aware of their allergenic potency. If we are to 
have the benefits of these active, specific, com- 
plex chemical agents, we must accept a calculated 
risk. With a knowledge of the hazards we can 
minimize the problem. If we are alert and ob- 
servant, we may prevent many reactions; but 


there will always be an irreducible minimum so Boh Vn 
long as patients receive drugs. Henry D. Beale, I’m having the library cut 

M.D. Allergy to Newer Drugs. Ohio M. J. June off your medical book supply! 

1960. 


He who is plenteously provided for from with- 


in needs but little from without. 
—Goethe 


Devoted to Medical Psychiatry 
for the active treatment of 


| MRVIEW , Mental and Nervous Disorders 


H OSPIT . at [ BLUE CROSS Member Hospital | 
a ALCOHOLISM Treated by Comprehensive 
Medical-Psychiatric Methods 
Chicago 16, il. J. DENNIS FREUND, M.D., F.A.P.A. 


Victory 2-1650 Medical Director 
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‘response 
like this: 


Clark treated 31 anginal patients who showed signs of anxiety, fear, excitement and other forms of emotional 
stress. On CARTRAX, all 31 fared better than they had on previous therapy... as judged both by subjective 
reports and by reduced nitroglycerin requirements.* 


CARTRAX combines PETN (for prolonged vasodilation) with ATARAX (the tranquilizer preferred for angina patients 
because of its safety and mild antiarrhythmic properties). Thus, CARTRAX helps you to cope with both com- 
ponents of angina pectoris—circulatory and emotional. 


For a better way to help your angina patients relax, prescribe CARTRAX. *Clark, T. E., in press. 


U + AT R yer Dosage: Begin with 1 to 2 yellow CARTRAX “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 
A A times daily. For dosage flexibility, CARTRAX “20” 
(pink) tablets (20 mg. PETN plus 10 mg. ATARAX) may be utilized at a level of one tablet 
three to four times a day. The tablets should be administered before meals for optimal = yew york 17, N. Y 
response. For convenience, write “‘CARTRAX I0” or “ 20.” As with all nitrates, Division, Chas. Pfizer & Co., Inc. 
use with caution in glaucoma. Supplied: In bottles of 100. Prescription only. Science ‘for the World’s Well-Being™ 
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Edward Ross, M.D., Medical Director 
BATAVIA PHONE 
ILLINOIS TRemont 9-1520 


Classified Ads 


RATES FOR CLASSIFIED ADVERTISEMENTS — For 30 words or less: 1 
insertion, $3.00; 3 insertions, $8.00; 6 insertions, $14.00; 12 “eo 
$24.00; from 30 to 50 words: 1 insertion, $4.00; 3 insertions, $10.50 

6 Insertions, $20.00; 12 eens $30.00. Extra words: 1 Insertion 
10c each; 3 Insertions, 25c each; 6 insertions, 40c each; 12 insertions, 
50c each. A fee of 25c¢ is charged fo’ those advertisers who have answers 
sent care of the Journal. Cash in advance must acrzanpany copy. 


PHYSICIANS SEEKING LOCATIONS IN aie — are notified to 
contact the Physician's Placement Service in the office of the Illinois 
State Medical Society, 360 N. Michigan — ere a 1, Illinois. A 
file listing communities seeking physicians is maintained. ‘There is no 
charge for this service of the Society. 


WANTED: General surgeon 37, Board certified, seeking association in 


rg 
— Box 321 Illinois Medical Journal, 360 N. Michigan Ave., ben 


WANTED: Internist, certified or board qualified, to join a small, well 
established group in southeastern Wisconsin, Milwaukee Area. Good hos- 
pital facilities. Desirable office arrangements. Amicable financial arrange- 
ments assured. American trained. Box 322 IIlinois Medical Journal, 360 
N. Michigan Ave., Chicago 1. 2/61 


WANTED: Locations for locum tenens Taking a vacetion? Contact Physi- 
cians Placement Service of Illinois State Medical Scciety, 360 N. Mich- 
igan Ave., Chicago 1, Illinois, for list of available physicians. No fee. 


Physical Medicine and Rehabilitation Residency, three-year approved 
in 1300-bed VA Hospital with other Baylcr University College 

ine affiliations. VA regular residency $3495 - $1475, career $6995- 
$10,635, U.S. citizenship or graduate approved U.S. or Canadian medical 
schoo!. Appointments $3400 - $1200 available othei' affiliations. Physi- 
cians qualified in PM&R in great demand in VA, private institutions of 
rehabilitation, private hospitals and private practice. Lewis A Leavitt, 
M.D., VA Hospital, Houston, Texas. 1/61 


WANTED: Two physicians, one interested in pediatrics & one interested 
in internal medicine, & both willing to do some general practice, to join 
small estab. group in Central Ill. Starting salary $15,000 with partner- 
ship status early. Box 323 Illinois Medical Journal, 360 N. Michigan 


Ave., Chicago 1. 3/61 


FOR SALE: Practice & equipment recently deceased physician & surgeon. 
In same location 30 years. Near Chicago. Very reasonable. Low rent. 
Contact Mrs. P. E. Rogers, 203 Ingleside, Aurora, Illinois. 


Unanswerable question 

Now I can’t avoid answering a question 
addressed to me: ‘Why do some people die 
suddenly of heart attacks after the doctor has 
given them a clean bill of health?’ I have a 
standard reply to this. I say, ‘If I knew the 
answer to this, I would be working for the life 
insurance companies only!’ Howard B. Sprague, 
M.D., as recorded in the Congressional Record, 
March 5, 1959. 


A barking dog is often more useful than a 
sleeping lion. 
—Washington Irving 
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Manifestations of sarcoidosis | 


Discussion of the relative frequency of the 
early manifestations of sarcoidosis is not very 
rewarding because the incidence in any series 
will depend very largely upon the interests of 
the physician who reports it. Naturally, if a 
dermatologist talks about sarcoidosis, all his 
cases have skin lesions; and all the cases going 
to an ophthalmologist are likely to have eye 
lesions. Among my cases, a large majority, 
naturally, have lung lesions. And it is very diffi- 
cult indeed to get a true idea of the relative in- 
cidence of early symptoms of sarcoidosis. But 


~even allowing for this bias, I think that it is the 


intrathoracic manifestations which most fre- 
quently lead to the discovery of the disease. How- 
ever, I will start, because it is historically cor- 
rect to do so, by pointing out some of the skin 
lesions that may occur in these cases. J. D. Scad- 
ding, M.D. Sarcoidosis. Delaware M. J. June 
1960. 


The place of research 


We can no longer rationalize our failures by 
looking hopefully and complacently at the 
nation’s medical schools which are primarily 
devoted to teaching medical students what is 
known and what is not known and _ only 
secondarily to research. Research, indeed, must 
become a primary aim and basic purpose of the 
professional program in our hospitals. Peter W. 
Bowman, M.D. The Role of the Psychiatrist in 
the Care and Treatment of the Mentally Re- 
tarded. J. Maine M. A. June 1960. 
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